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Dr. Jose'Rizal 


Ophthalmologist, Artist, Patriot, and Universal Genius 


HERE seems to be a fairly general impression 

that, to deserve fame, a physician must be a 
member of some nation with a long recorded his- 
tory, and must have had his name attached to some 
disease, instrument, institution, or piece of orig- 
inal research. It is well to remember that the 
greatest physician of our time, Osler, made but 
one contribution to the history of Medicine—/im- 
self. In this respect, the small ophthalmologist, 
“the greatest savant in all the Spanish dominions,” 
whose name awakes the same emotions of love and 
reverence in the breast of every Filipino that those 
of Washington and Lincoln evoke in ours, decided- 
ly resembled Sir William. 


About the time when our Civil War began, there 
was living, about 25 miles south of Manila, on the 
banks of the beautiful lake, Laguna de Bay, a sub- 
stantial and well educated farmer named Francisco 
Rizal Mercado and liis wife Teodora Alonzo, both 
of whom traced their lineage to cultured Chinese 
ancestors and members of the most aristocratic 
Philippine tribe, the Tagalogs. Students of her- 
edity will find it interesting to note how the schol- 
arly propensities of the oldest Mongolian civiliza- 
tion, and the warm emotions, artistic sensibility, 
and manual dexterity of the Malayans, were trans- 
mitted, in combination, to their illustrious off- 
spring. 


On June 19, 1861, the seventh child and second 
son was born to this couple (four daughters were 
born later), and they named him, as was cus- 
tomary among followers of the Spanish traditions, 
José Protasio Rizal Mercado y Alonzo Realonda; 
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but he was always and everywhere known simply 
as José Rizal. 

Amazing qualities began to appear in this frail 
and undersized brown boy at a remarkably early 
age. When he was three years old he knew his 
alphabet and was speaking his native language flu- 
ently; at five he could read the Vulgate Bible in 
Spanish, and his modeling, in wax and clay, ex- 
cited astonishment; at eight (taught by his ac- 
complished mother) he was writing poetry in both 
Tagalog and Spanish, and had written a play which 
was performed; at nine, having made good prog- 
ress in Latin, he was sent to the boys’ school at 
Binan; at eleven, he entered the famous Ateneo 
Municipal (founded in 1603 and conducted by the 
Jesuits) in Manila, where he studied, among other 
things, the principles of engineering, was at the 
head of his class at the end of a month, took prizes 
and medals as a matter of course, and learned 
that what the Asiatics lacked was not brains, but 
merely opportunity; and on March 23, 1876, was 
graduated as a Bachelor of Arts, with highest hon- 
ors, having, in the meantime, written a play which 
showed up the injustice and brutality of the Span- 
ish rule (which he had seen, at first-hand and in 
his own family, during the crushing of the his- 
toric revolt of 1872) so keenly that, after it was 
performed, in 1880, the authorities began to fear 
him and marked him as a “dangerous man.” 

Perhaps the most important things that young 
José acquired during these scholastic years were 
the habit of strictly budgeting his time and en- 
ergy; an astounding degree of self-discipline in 


one so young in years; and a burning zeal to ame- 
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liorate the condition of his oppressed and mis- 
treated people. This last enthusiasm determined 
him to study medicine, in which field he felt that 
he could be most serviceable. 

Rizal entered upon his medical studies in Manila, 
in 1878, but after a year or two became convinced 
that, in order to obtain the sort of education he re- 
quired, he must go to Europe. This was difficult, 
for a man under the constant surveillance of the 
Spanish authorities, but with the help of his elder 
brother, an uncle, and a forged passport, he finally 
managed it (though after he was gone the officials 
persecuted his family), and in 1882, at the Univer- 
sity of Madrid, entered upon his curricular studies 
in medicine, philosophy, and literature, while out- 
side he worked at art and modern languages. 

During all his life, Rizal’s only real recreations 
were drawing, painting, sculpture, the writing of 
poetry, and the various athletic exercises which 
had developed in his small body a remarkable de- 
gree of strength and endurance. He also read wide- 
ly, especially the French Shakespeare, 
Goethe, contemporary world politics, history (es- 
pecially of the United States), and biography. 


classics, 


In 1884 he was licensed to practice medicine, and 
the following year became a Licentiate in Philos- 
ophy and Letters, after which he went to Paris, as 
clinical assistant to Dr. L. de Weckert, then one 
of the best-known ophthalmologists in Europe. 
Here, in addition to his professional labors, he be- 
gan the writing (in Spanish) of his great novel, 
“Noli Me Tangere” (“Touch Me Not!”), which 
brought him fame—and a martyr’s death, as, for 
all its simplicity of style, it was a scathingly true 
exposition of the injustice, stupidity, and horror 
of Spanish rule in the Philippines. 

Work on this book continued during his further 
period of class-room and clinical studies, under the 
foremost oculists of his time, at Heidelberg (where 
Virchow was his personal friend), Leipzig, and 
Berlin. In these Universities he also acquired a 
knowledge of psychology, anthropology, and en- 
tomology, and was adding to the astounding list 
of languages of which he was master. 

After five years of scholarly exile, his courses 
of study and his book being finished, Dr. Rizal de- 
cided that it was time for him to return home and 
put his hard-won talents at the disposal of his peo- 
ple, for the helping of whom they had been sought 
and acquired, so, after a brief tour of observation 
through Switzerland, Austria, and Italy, he em- 
barked for Manila, arriving in August, 1887; and 
the first patient upon whom he exercised his spe- 
cial skill was his own mother, upon whom he per- 
formed the first cataract operation (bilateral) 
ever carried out in the Philippines. His fame 
spread like wildfire. Patients came from all over 
the Islands, and from China. In a few months 
he had an immense and lucrative practice. 

3ut Dr. Rizal had failed to estimate the effects 
of his book, which, printed in Berlin in the spring 
of 1887, and smuggled past the censors into the 
Islands, had upset the status quo like an earth- 
quake: So much so, indeed, that it was as much as 
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a Filipino’s life was worth to be caught with a copy 
in his possession. Though Rizal always and in- 
flexibly advocated the freeing of his people by ed- 
ucation and peaceful evolution, there were others, 
not so patient and wise as he, who found in “Noli 
Me Tangere” a means for fomenting the revolu- 
tionary spirit. 

So, just as the Doctor was getting well started 
in his professional career, the Spanish authorities 
ordered him to leave his fatherland, and he again 
took up his peripatetic pursuit of scholarship, vis- 
iting Japan and the United States (in 1888), and 
taking up his studies in London and Belgium, 
where he wrote his second important book, “El 
Filbusterismo”—a volume of political essays. In 
addition to these he was also the author of a Tag- 
olog grammar and a book of exercises in French 
composition, as well as several volumes of poetry. 


In 1891 he returned to the Orient and settled in 
Hong-Kong, where he hoped to make a home for 
his family and rescue them from continual perse- 
cution. His fame as an. ophthalmologist had pre- 
ceded him, and an active practice was awaiting his 
coming. The next year he wrote to the new gov- 
ernor-general of the Philippines, asking permission 
to come over and get his family, and was prom 
ised immunity. Knowing the treachery of the Span- 
iards, it required immense courage to put himself 
within their reach, but none the less he set out. 


At this time Dr. Rizal was 31 years old; five 
feet four inches tall; slender and wiry. He had a 
pleasant and penetrating voice and was a powerful 
and sympathetic orator. Besides his native lan- 
guage and Spanish, he was thoroughly at home 
with Latin, Greek, Hebrew, Arabic, Sanskrit, Chi- 
nese, Japanese, Russian, Swedish, Dutch, Italian, 
Portugese, German, French, English, Visayan, and 
the Moro dialects of the South Islands. Besides 
Medicine, philosophy, and letters, he held degrees 
in chemistry, engineering, agriculture, and psychol- 
ogy and was a recognized authority on entomology, 
botany, anthropology, ethnology, and philology. 
One of his sculptures received a gold medal at the 
St. Louis exposition in 1904, 


His fears in returning to his native land were 
justified. Immediately upon landing in Manila he 
was arrested and, without a trial, he was ordered 
into exile in the remote, wild, and fever-ridden dis- 
trict of Dapitan, on the Island of Mindanao. 
Trusted, even by his enemies, he was given entire 
freedom on his parole and, seemingly unmoved by 
adversity, immediately began extensive studies of 
the flora and fauna (including the barbarous na- 
tives) of that practically unknown territory; de- 
signed and oversaw the building of an aqueduct to 
supply the city with pure water from the distant 
mountains; built a schoolhouse, where he was the 
teacher ; imported agricultural implements from the 
United States and taught the native farmers how 
to use them. Most of these projects were person- 
ally financed by Dr. Rizal, out of the proceeds of 
his practice which, from all over the Orient, fol- 
lowed him into his exile. 

But while this busy and peaceful scholar carried 
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on his varied activities “at the back of beyond,” 
the seeds of violent revolution, which he had un- 
intentionally sowed, were sprouting, and the active 
exponent of force, Andres Bonfiacio, was, strictly 
against Dr. Rizal’s will, using his name in promot- 
ing a secret revolutionary society, the terrible Kati- 
punan. Of course the authorities learned of this 
and, though they well knew the rumor to be false, 
it was just the pretext they needed to get rid of 
the man whose power with the people they dreaded 
more than that of any other. 

By strategm, the Doctor was lured to Manila, 
where he was promptly imprisoned on a charge of 
sedition. His trial was a shocking farce, with- 
out even a pretense of justice, and on December 
29, 1896, he was sentenced to be shot the next 
morning. That night, Dr. Rizal was far more calm 
and cheerful than his guards and the priests who 
came to pray with him. 

Bound and guarded, this splendid soul, in his 
slight but untrembling body, was led through the 
flower-filled beauty of a December morning in the 
Philippines, chatting pleasantly with his execu- 
tioners, to meet death for the land he loved more 
than life; and the volley of musketry that killed 
him was the signal for the explosion of the final 
revolution that freed the Filipinos from the voke 
of Spain. Two months and thirteen days later, 
Emilio Aguinaldo was inaugurated as the first 
president of the Philippine Republic. 

Every city and town of any importance in the 
Islands has its statue of this young physician, schol- 
ar, genius, and martyr—the most impressive one 
stands on the Luneta, in Manila, within sight of 
the place of his death—and every year, on Decem- 
ber 30, reverent Filipinos make solemn holiday to 
do honor to their national hero. 

It is time that this unique personage should be 
better known to the members of the profession 
he so modestly but outstandingly adorned. 

SS 


To live is to be among men, and to be among men is 
to strive.—Dr. Jose Rizar. 


Rizal seemed to go through the world with eyes ob 
serving whatever was done around him and mind con- 
sidering how it could be done better.—CHarLes Epwarp 
RUSSELL. 

= 


Today’s Job 


Tere is one time to do today’s job—now: 
one place to do it—here (meaning wherever 
we happen to be); one right way to do it—with 
whatever equipment (external and internal) we 
presently have and as well as we possibly can, with 
our present equipment. 

If we are not satisfied with our environment or 
condition, there is one time and place to start go- 
ing elsewhere—here and now; and one proper 
means of getting there—the best method of trans- 
portation we now have available. The people who 
sit on their hunkers and wail because they have 
no horse, automobile, or airplane to take them 
places deserve no sympathy, unless they are leg- 
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less or paralyzed. Those who start now on 
“Shanks’ mare,” are apt to beat the ones who 
wait for pleasanter transportation; and the speed- 
ers and flyers may easily run past their destina- 
tion, in the datk or while looking at the scenery, 
and have to go back by long and difficult detgurs. 

Since the time is entirely beyond our control 
(except to “fill the unforgiving minute”), and the 
place is equally so at this time (though there was 
a time, in the past, when we might have changed 
our direction, so that we would now be elsewhere 
than we are), the matter of present equipment 
becomes enormously important. And how many 
people actually know, at any moment, just what in- 
ternal resources (spiritual, mental, emotional, and 
physical) and adventitious aids are at their im- 
mediate command?  Pitifully few, if ours has 
been a fairly typical experience! 

Tomorrow will be just as truly the beginning 
of a New Year as will January 1, 1940, so today 
is a fine time to begin taking inventory, not only 
to find out exactly what we have on hand right 
now, but also to decide how much and what parts 
of our equipment are out of date, damaged, or 
otherwise worthless, and what new powers and 
devices we need to get us to the place where we 
hope to be at this time next year. 

If we do not know exactly where we are going, 
and how we expect to get there, and why, it 
profits us no more to be “on our way” than it 
does the tumble-bug, pushing his ball of excrement 
backwards with his stern end, and the chances that 
we will ever arrive anywhere in particular are 
practically nil. 

Inadequacy of our present equipment is of rel- 
atively little moment, if we know just what we 
have and how to use it to the best advantage; and 
if we further know just what we are going to 
need for that better job we all hope to be doing 
next year, and where and how to get it. 

Appraise your assets, list your needs, jettison 
your junk, pick your destination (specifically), and 
start going there today! You'll be astonished to 
find how circumstances “shape up” for the man 
who does today’s job for all he is worth, knows 
what he wants, and goes after it, with energy, in- 
telligence, sincerity, and joy. 

= 


“ 


A man doesn’t sacrifice self-respect to win popularity. 
If he really respects himself, he doesn’t feel any need of 
popularity Rorert OvVILLEN. 


= 


A Book for the Doctor 


Suppose, at the approaching Holiday season, a 
grateful and admiring friend of yours, who does 
not know your tastes particularly well, should go 
into a bookstore with a rather vague expression 
and, in response to a question from one of the 
helpful salespeople, should say, “I want to buy a 
book for a doctor.” What sort of book would you 
expect to receive for a Christmas present? 

The general public seems to have the impression 
that physicians never read anything but medical 
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books or books by or about the disciples of Aescu- 
lapius. Here and there one may have seen or heard 
the statement made that busy men with responsible 
jobs (including doctors, of course) sometimes turn 
to detective stories for relaxation. 


you might receive a_ rela- 
tively recent text on der- 
matology or pediatrics, or 
one of Agatha Christie's 
thrillers. 


We, however, have a good 
deal broader conception of 
the physician’s literary needs 
and desires than that, for we 
realize that, besides being 
medical men, you are edu- 
cated men—citizens of your 
community, your country, 
and the world; golf players, 
horsemen, artists, dog fan- 
ciers and many other things. 
And as you have learned to 
use your minds you realize 
the importance of keeping 
them in trim by regular 
exercise. At least you ought 
to have literary desires 
along these lines, even if 
you are not conscious of 
them at the moment. 


So we consider it one of our editorial duties to 
keep you reminded, occasionally, of the important 
books, outside of the strict technical fields of your 
vocation, which are coming to light almost every 
week, so as to stimulate, mayhap, your latent in- 
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On that basis 


NEXT MONTH 

Dr. James H. Hutton, of Chi- 
cago, will discuss, in a practical 
manner, the nonsurgical treat- 
ment of hyperthyroidism. 

Dr. Boris Sokoloff, of New 
York City, will outline a new 
method for treating colitis, with 
case reports, 

Dr. George B. Lake, of Wauke- 
gan, Ill., will present his report 
of the Mississippi Valley Medical 
Society meeting at Burlington, Ia. 


COMING SOON 


“Endocrine Activation of Op- 
sonic Responses,” by A. W. R. 
Thiel, Ph.D., Los Angeles, Calif. 

“Hydrochloric Acid in Diabetic 
Coma: A Preliminary Case Re- 
port,” by G. Hubert Artis, M_LD., 
Cedar Rapids, Ia. 


I 





November Afternoon 


Clin. Med. & Surg. 


terest in some of those matters which pertain 
to the big job of being a cultured and well-in- 
formed human being. 

With that end in view, we publish, as often and 
as widely as the courtesy of the publishers will 


permit, reviews of good and 
reliable books on world pol- 
itics (never on partisan pol- 
itics, of which you, no doubt, 
have a spilth—most of which 
is unreliable and wholly 
emotional), philosophy, eco- 
nomics (in the broad sense), 
biography, various hobbies, 
and as many other subjects 
as are made available to us 
for this purpose, about which 
we are interested, and there- 
fore feel that a good many 
of you will also be interested. 


We hope you enjoy these 
excursions into the wider 
field of human affairs as 
much as we do (the orders 
we receive for non-medical 
books suggest that at least 
some of you do), and we 
hope that, every now and 
then, you will take a flier 
with one of these extra- 


curricular volumes, to see if perchance, it may 
not prove to be just the thing you have, rather 
vaguely perhaps, been wishing would happen to 
you—for a good book is an experience, of a sort 
that most of us need more than we get. 
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Conservative Treatment of the Tonsils 


By 


F, A. Wier, M.D., Racine, Wis. 


Artes removing tonsils surgically for twenty 
years (and sometimes not doing it partic- 
ularly well), and having seen the effects of surgical 
removal by many other surgeons, both good and 
bad operators, I wonder if, in all fairness to the 
patient, we are justified in continuing this prac- 
tice indiscriminately. Some operations that turn 
out badly are not the fault of the surgeon or his 
technic, but are due, rather, to the inherent exi- 
gencies of the case in hand, such as the neurotic 
patient who elects to have her tonsils removed un- 
der local anesthesia because she is afraid of ether, 
becomes hysterical, and then, as if that were not 
enough, develops an alarming hemorrhage. The 
most expert surgeon could be excused in this case 
for doing a poor job. On the other hand, we 
have the fat lady with the short neck, big double 
chin, and no teeth, who elects to take ether be- 
cause she cannot bear the sight of blood. The 
surgeon who thoughtlessly allows himself to be 
overpersuaded in such a case will have a stren- 
uous and distressing time of it. 


The first difficulty encountered is that the pa- 
tient does not take the ether well, respiration is 
difficult, and the anesthetist has his hands full. 
So an assistant, or more likely a student nurse 
on her first day in the operating room, grasps the 
tongue with forceps and pulls it out as far as pos- 
sible.’ Fat ladies frequently have long tongues, 
and so do the thin ones. She is finally put to 
sleep, and the next difficulty arises when the sur- 
geon attempts to introduce the mouth gag. If 
opened far enough to show the tonsils, the gag 
pushes her lower jaw and double chin down on 
her neck, and she promptly stops breathing; if the 
gag is not opened wide enough to interfere with 
respiration, the surgeon cannot see the tonsils, and 
about this time the gag slides out of her mouth, 
on account of there being no teeth to hold it in 
place. An “S.O.S.” is sent out for more assis- 
tants. The patient’s head is lowered as much as 
possible; one assistant holds the mouth gag in 
place; the second holds the tongue out of the wavy 
(and if he or she is inexperienced, the attempt is 
far from satisfactory); and in the face of all 
these difficulties the surgeon plods along as best 
he can and finally this “minor operation” is fin- 
ished and the tonsils are out. If it is a good job, 
the patient is lucky, and if it is a bad job, it is 
too bad for the patient. 


These cases are no fiction or exaggeration. In 
fact, they are two case histories of mine, and there 
will never be any more like them. After that ex- 
perience, I reversed the order. The fat lady gets 


the local and the neurotic gets the ether—or they 
don’t get me! Young doctors had better make a 
note of this, as it will not be found in any book. 

We have all seen mutilated throats following 
surgical tonsillectomy and electrocoagulation. One 
of the worst cases I ever saw was after electro- 
coagulation. 

Miss Maggie E. went to Chicago fifteen times 
fer coagulation treatment. The “electrician” re- 
moved everything but the tonsils —the pillars, 
uvula, roof of the mouth, and even a piece of the 
tongue; the tonsils were reduced to several ragged 
teats. Upon her return from these trips, she would 
call on me to treat her throat, which would be so 
sore she could not swallow, but no one could 
stop her. She was thoroughly “sold” on the idea 
of having her tonsils out “without an operation.” 
The end-result of this treatment, was a remark- 
able area of scar tissue. 

For some time, I have been treating tonsils, in 
selected cases, instead of removing them, and the 
last few years the depression has been so acute 
that few patients could afford the expense of a 
tonsillectomy and a hospital bill. This gave me 
an opportunity to give my theory of conservative 
treatment full play. I have found, in many cases, 
that all the tonsils need is a little “dry-cleaning.” 
Many tonsils have large crypts, filled with a cheesy 
material. This debris may prove a good culture 
medium for bacteria following attacks of influ- 
enza, scarlet fever, diphtheria, and sore throat 
from any cause. One or more of these crypts 
may become infected and form pus pockets, or 
even a peritonsillar abscess. 

If one is not so obsessed with the idea that a 
tonsil must be removed even for one pus pocket, 
one might be open-minded enough to think of 
other methods of evacuating these pus pockets. It 
can be done, and the method is very simple. 


The Method 

First, paint the tonsils and pillars with a 20 
percent cocaine solution, using a long, curved 
metal applicator with a screw tip, so that the cot 
ton cannot slip off and be swallowed or choke 
the patient. Tease out a strip of cotton five inches 
long and two inches wide; lay the applicator in 
the median line, half the length of the cotton; fold 
the end over the applicator; then slip the cotton 
off the end of the applicator one-half inch. This 
makes a soft ball on the end, that will not gouge 
the tissues. Twist the cotton just back of the 
ball. This makes an ideal applicator. 


Dip the applicator in the cocaine solution. 
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squeeze it nearly dry so that the patient will not 
swallow any cocaine, and paint the tonsils syste- 
matically—first the pillars, from the superior to 
the inferior pole, pressing under the edges; then 
the whole tonsil. If the patient is gaggy, paint 
the uvula and back of the tongue, as this is the 
gagging area. Repeat this procedure three times, 


Courtesy, Becton, Dickinson & Co. 


Fig. 1: Tonsil Sucker. 


at five-minute intervals, after which the patient 
will be docile and the anesthesia is sufficient for 
any minor operation that may be deemed neces- 
sary, like lancing a pus pocket. 

With a tongue depressor, preferably the ring- 
finger type, instruct the patient in the art of hold- 
ing his own tongue down and away from the ton- 
sil. The trick is to depress the tip and elevate 
the hand a little. Have him practice this a few 
times, until he gets over his nervousness. A little 
extra time and patience is worth the trouble, to 
the operator, as then he can work with both hands 
free, leisurely and thoroughly. 

Apply the tonsil sucker (which consists of a 
glass tube with a cup on one end and a rubber 
bulb on the other—see Fig. 1), with the bulb com- 
pressed, firmly over the tonsil, and release the 
bulb. The tonsil will be sucked into the cup and 
its contents, pus and cheesy debris, evacuated. Re- 
peat this operation until no more debris appears 
in the cup. 

With an applicator similar to the first, only of 
much smaller caliber, bend the tip, one inch from 
the end, at a right angle; apply a small bit of 
cotton, as I have described; dip this into a 50- 
percent silver nitrate solution;* squeeze nearly 
dry (use an old rubber glove or a piece of rubber 
dam, so as not to stain the fingers), so that the 
solution will not run into the hypopharynx and 
cause distressing retching; insert the tip into a 
crypt as far as possible and, with a rotary motion, 
thoroughly scrub the interior of the crypt, using 


a fresh bit of cotton for each crypt. 

With a clean index finger, palpate the center 
of the tonsil, while making pressure with the first 
and second fingers of the other hand under the 
tubercle of the lower jaw. If there is a deep- 
seated pus pocket, it is usually in this position and 
may have no connection with a crypt. 

If such a pocket is found, use a blunt tonsil 
knife, pressed deep into an adjoining crypt if pos- 
sible, and cut right through the center into a crypt 
on the opposite side, if possible. One may be re- 
warded by an ooze of thick pus, which is con- 
tained in a capsule, the same as a kernel in a nut. 

*Silver nitrate has a specific action on tonsillar tissue, 


and may be used It not 
only gives complete sterilization of the crypts, but opens 
the mouths of the crypts so that infected matter within 


be evacuated more readily 


in solutions up to 50 percent. 
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Use the sucker thoroughly, and scrub the cavity 
thoroughly with the silver nitrate solution, using 
a larger swab this time. 


Usually one such treatment is all that is neces- 
sary. However, examine the tonsils a week later, 
use the sucker (no anesthetic is necessary) and, 
if no pus or debris is extracted at this time, dis- 

charge the patient, with a request that he re- 
turn in three months for a check-up. Use the 
sucker again, and if no debris is found, tell 
him to forget all about a tonsillectomy. 


The method I have described is especially in- 
dicated in children, in whom the whole lym- 
phatic system is highly developed; but we 
remove only the glands in the pharynx. The 
surgeons have overlooked a rich field! Why 
not remove all of their glands? The tonsils 
are among the most important immunity glands 

in the body and, in my opinion, they belong to the 
endocrine group and have an internal secretion that 
is necessary for the wellbeing of the child. 

The method in children is essentially the same 
as that for adults, except that, under the age of 
10 years, we must give them just enough ether 
to relax the throat. The operation can be done 
quickly and safely. 

In many children, deafness is caused by adenoid 
tissue in the fossa of Rosenmuller obstructing the 
opening to the eustachian tube, preventing proper 
ventilation and drainage, and also subjecting the 
child to the danger of acute otitis media. Nature 
keeps the tube and middle ear inflated in the act 
of swallowing, if unobstructed. This area can be 
thoroughly examined with a clean index finger 
and, if an undue amount of adenoid tissue is found, 
it should be removed with a small LaForce adeno- 
tome, and the tissue over the eustachian eminence 
removed with the finger nail. Never use a curette! 
It is a dangerous instrument, even in the hands 
of an expert. I have seen the eustachian emi- 
nence sheared off; also a patch of mucous mem- 


brane on the posterior wall of the pharynx, down 
to the bone. 


I have seen large, firey-looking tonsils in chil- 
dren, in early spring, that I treated by this method 
after their school was out. and advised the par- 
ents to bring them in again for examination be- 
fore school reopened. I have been surprised at 
the great improvement in their appearance. What 
were formerly bad looking tonsils, now looked 
perfectly normal and about one-half their former 
size. 

Of course, I am not unmindful of the fact that 
the outdoor exercise and the ultraviolet rays of 
sunshine, and no doubt an improved appetite and 
greater intake of vitamin D, plaved a leading part 
in the cure. Some of these children have now 
grown into big huskies and still have their ton- 
sils, and I think that they are better off. 


I have failed to see any of the alleged benefits 
from the indiscriminate removal of teeth and ton- 
sils in arthritis and allied conditions. I have a 
sister-in-law who had her tonsils and a whole set 
of good and bad teeth removed for arthritis. It 
did no good and the arthritis steadily progressed, 
until now she is almost helpless. 


313—Hth Street. 





Loeal Anestheties in Preeordial Pain 


By 
R. L. Gorreti, M.D., D.N.B., Clarion, Iowa 


T HE general practitioner is bewildered by con- 
flicting opinions of cardiologists and internists 
as to the diagnosis of early coronary artery scle- 
rosis. Every patient who complains of discomfort 
in the sternal or precordial areas is suspected of 
being a potential coronary thrombosis case. If the 
pain is relieved by nitroglycerin, the diagnosis is 
confirmed. 

The unfortunate fact is that coronary sclerosis, 
and even coronary thrombosis, are not always rec- 
ognizable, even after electrocardiographic study. 
To be on the safe side, the physician places such 
patients on a strict schedule of restricted exercise, 
restricted diet, and restricted enjoyment of life. 

Dixon! calls attention to the fact that Sir Wil- 
liam Gowers treated brachial neuritis, of rheumatic 
origin, with nitroglycerin and tincture of gelsemium, 
and obtained remission of pain. The relief of 
chest pain by nitroglycerin is, therefore, not diag- 
nostic of coronary artery involvement. 

In many cases, pain in the left chest is due to 
rheumatic affections (fibrositis) of the pectoral and 
intercostal muscles. In such cases, palpation will 
reveal areas of definite tenderness on the chest 
wall. Small nodules may be felt around the costo- 
sternal joints, over the sternum, or under the clav- 
icles. Treatment of these inflamed areas will re- 
lieve the chest pain. 

Such pain has been labeled as “rheumatism,” 
fibrositis (the English term), “neuralgia,” “neu- 
ritis,” and “pleurisy” (this latter term is the pa- 
tient’s favorite). The patient who is subject to it 
usually experiences other manifestations of the 
rheumatic syndrome, such as lumbago, sciatica, stiff 
neck, nodular headache, et cetera. 

The classical treatment is (1) the use of heat, 
either by infrared radiation, diathermy, or hot 
packs; (2) deep massage; and (3) poorest of all, 
analgesic drugs (cinchophen, amidopyrine, phenace- 
tin, or Aspirin (acetosal). In this country, fibro- 
sitic nodules will be commonly felt in the lumbar 
muscles of patients complaining of back pain, but 
rarely will be found in those with chest pain. Deep 
massage, to break up the nodules, is quite an 
effective treatment. Dixon produced relief by the 


use of a series of massages applied over the chest 
muscles}. 


In keeping with the American tradition of speed, 
however, we wish to relieve these patients at once. 
This may be done by Sir Thomas Lewis’ method 
of injecting the painful areas with a local anes- 
thetic. He used procaine solution (one percent) 
by injection into the areas which were painful on 
palpation, and promptly relieved pains in muscles 
of various parts of the body. 

A number of workers are using such injections 
in the treatment of various painful affections. 
Tarsy? has had notable success in relieving the 
pain of osteoarthritis by injections of procaine and 
an oil-soluble anesthetic. I have found that Nuper- 
caine (A-butyloxycinchoninic acid diethvl-ethylene- 
diamide hydrochloride) is much more effective than 
procaine, because it gives a prolonged anesthetic 
effect, lasting from four to ten hours. Elsewhere®, 


I have reported a series of cases of lumbago which 
were treated by Nupercaine injections. 

The patient who is relieved of “pain in the 
heart” receives a tremendous psychologic benefit. 
These case histories illustrate the salient points 
in diagnosis and treatment: 


Case Reports 

Case 1.—Mrs. F.; age, 64; weight, 210 pounds; 
complaint, attacks of severe precordial pain. I 
was called to see her at midnight, after a sharp 
pain had wakened her. She had been in bed the 
greater part of the time for the past six months, 
under the care of an old practitioner who had been 
administering digitalis (which is contraindicated in 
angina, as it may increase the coronary pain, and 
is indicated only when the heart fails as a pump) 
and nitroglycerin. 

The pain always began in the same location— 
just below the left breast—and radiated to the 
inner surface of the left arm and down to the 
fingertips. It followed exertion or excitement, 
but was never substernal. 

Her pulse was strong, regular, rate 84; blood 
pressure, 134/70; the cardiac sounds were normal, 
although the heart outlines could not be deter- 
mined because of the depth of subcutaneous fat. 
Just inferior and lateral to the left breast, pressure 
revealed a small area which was exquisitely tender 
to touch. The typical chest pain, which radiated 
down the arm, was produced by firm pressure over 
this point. 

Nupercaine (25 cc. of a 1:1000 solution) was 
injected into this point at once, and all the tender- 
ness and pain disappeared immediately. The pa- 
tient arose and walked around without the least 
discomfort, although, ten minutes previously, she 
had been afraid to move in bed for fear of in- 
creasing the chest pain. Twelve hours later she 
visited my office. The pain had not recurred, 
although slight soreness was found over the in- 
jected area. 

There was a slight amount of pain three days 
later, but the patient was not distressed enough to 
come to the office until eleven days after the first 
injection, when the area was again markedly ten- 
der, and the injection was repeated. A roentgen- 
ogram of the chest disclosed a heart of normal size. 

Several weeks later, an injection of Nuper- 
caine was necessary for an attack of sciatica, but 
there was no recurrence of the severe chest pain. 
Occasionally a dull ache appears in the left chest, 
which is promptly relieved by the application of 
heat and menthol-methyl salicylate-chloral hydrate 
ointment. She carries on all her usual activities 
and, in a recent letter, described herself as “cured.” 

Case 2—Mrs. K.; age, 45; complaint, precordial 
pain, of 24 hours’ duration, which was intermittent, 
sharp, and sticking in character. Previous exam- 
ination, both physical and roentgenologic, had re- 
vealed only a blood pressure of 130/88; a normal- 
sized heart: and moderate secondary anemia. 

A very tender point was found just below and 
medial to the left breast 
of Nupercaine solution 


The injection of 15 ce. 


instantly relieved the pain 
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and tenderness. Slight aching appeared the next 
day, at the point of puncture, but there has been 
no recurrence ef the pain during the past five 
months. 

True anginal pain is almost always substernal 
in location, and may be associated with a feeling 
of substernal tension, which appears when the 
patient under physical or emotional stress.4 
Quite often, organic heart disease (especially card- 
iac enlargement, as determined by fluoroscopy or 
a roentgenogram) or hypertension may be asso- 
ciated. Hypertensive heart disease and fibrositis 
may be found in the same patient, as in the follow- 
ing case. Cardiac insufficiency or decompensation 
rarely coexists with angina pectoris (Christian). 

Case 3—Mrs. R.; age, 56; complaint, pain in the 
left chest, shoulder, and arm, which has been pres- 
ent for 3 years. It was brought on by nervousness 
and emotional strain. Slight precordial pains, 
which radiate down the left arm, have appeared 
in the past year. There have been two severe 
attacks of precordial pain, which were readily re- 
lieved by nitroglycerin. During one of these at- 
tacks, her blood pressure rose to 204/130. 

Climbing stairs or walking briskly brings on 
mild dyspnea. She becomes fatigued on perform- 
ing strenuous housework. No cough or edema 
was present. 

Examination: The patient was a short, markedly 
overweight woman of middle age, who was breath- 
ing rather heavily after climbing a short flight of 
stairs. Her heart was enlarged to the left, one 
inch beyond the midclavicular line. Her blood 
pressure, taken at intervals, was from 175/104 to 
186/110. Definite tender points could be palpated 
above the left breast and on the tip of the left 
shoulder. 

Each tender point was injected with 12 cc. of 
Nupercaine solution, 1:1,000, and there has been 
no sharp pain in the chest or shoulder since the 
injection. A tablet of nitroglycerin is occasionally 
necessary to relieve a sense of thoracic oppression, 
but she feels well and is not constantly oppressed 
by pain or, what is as bad, the fear of pain. Her 
hypertension is not so marked as formerly (145/100 
to 164/106), possibly due to reassurance and free- 
dom from distress. 


1s 


Technic 


Palpation is made with a finger or thumb over 
the painful area until a very tender point or points 
can be found. As Sir Thomas Lewis states, “The 
patient must wince with pain, or the area is one 
of referred pain.” Hypersensitive individuals will 
complain of pain on pressure in many locations. 
If the skin is marked, with a skin-marking pencil, 
over each tender point, one may retrace these 
areas and, by successive palpation, determine those 
one or two which are most sensitive. Deep pres- 
sure may be necessary to elicit pain in hyposensi- 
tive patients. 

It is best to make a wheal with 1-percent pro- 
caine solution, using a fine needle (gage 25 or 
26, one-half inch in length) and a B-D Luer-Lok 
syringe. The needle is pushed through the wheal 
without further injection, until it has been inserted 
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to its full length or the patient complains of a 
sharp sticking pain, which means that a painful 
nerve has been touched. 

If the patient does not complain of pain, re- 
move the small needle and attach a 1%- or 2-inch, 
gage 23 or 24 needle, and insert it through the 
wheal until pain is elicited. 

When pain is manifested, inject from 10 to 25 
cc. of Nupercaine solution, 1:1,000. If only one 
truly tender spot is found, the full 25 cc. con- 
tained in the large ampule may be used. Quite 
often, 10 cc. is adequate for one point, and a total 
dose of 60 cc. should never be exceeded. One- 
percent procaine solution may be used to supple- 
ment the stronger anesthetic, if many tender points 
are found or if deep muscles are to be injected 
(deltoid, lumbar). 

For injecting thin muscles, such as the inter- 
costals, usually it is necessary to inject the solu- 
tion only one-fourth to three-fourths of an inch 
below the skin surface, and occasionally, just sub- 
cutaneously. For the injection of heavier muscles, 
pain may not be elicited until the needle has been 
inserted for an inch and a half. Several painful 
nerves may be encountered at different levels under 
the skin, so that it is best to carry the needle to 
the full depth, in order not to overlook any deep 
areas. Such oversight is the commonest cause of 
quickly recurrent or unrelieved pain. 

It is advisable to give one capsule of Nembutal 
(1% gains) preceding the injection, as the bar- 
biturates counteract the toxic effects of the cocaine 
derivatives. The most common subjective symptom 
is vertigo, which has occurred in forty percent of 
my patients. If the patient is allowed to lie down 
for twenty minutes after the injection, the dizzi- 
ness will be slight. Those who walk out of the 
office at once, often complain of feeling slightly 
tipsy and cannot walk straight, although no serious 
results are observed. 

Procaine or Nupercaine should never be in- 
jected intravenously, and the physician should be 
careful to aspirate (pull the plunger back) before 
injecting the analgesic, to prevent such an accident. 
The Luer-Lok syringe is preferred, as the locked 
needle prevents loss of the solution when an in- 
jection is made against resistance, and aspiration 
for blood is more effective. 

As with any other injection, the patient should 
be reclining whenever possible, to forestall any 
syncopic tendencies, which occasionally occur in 
the most robust of patients. 

A good grade of rustless steel needles should be 
used, to forestall breaking off of the needle. They 
may be tested by gently bending from side to side 
before sterilization. 
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PERSONAL PEACE 
lirst keep thyself in peace, and then shall thou be able to bring others to 


peace.--THomas A’KemMpPis 
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Nonoperative Orthopedic Teechnies* 


Il. The Head and Neck 
By 
Russet, A, Winters, M.D., Chicago, III. 


RESENT or past infections in the head pro- 
duce cervical lymph adenitis. This causes my- 


rhal or other type of infection in the head. This 
ositis, with fibrotic contractions 


produces lymphedema, resulting in pain along the 


in the striations, course of the lymph channels, 


pain from pressure 
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tion of old fibrotic tissue and result, secondarily, 
in an increased stimulation to the lymphatic and 
vascular systems. Massage following injections 
produces immediate tissue relaxation, with symp- 
tomatic relief to the patient. 

Acute cond.tions are many times relieved in one 
or two visits. Chronic conditions require a greater 
period of time, but the interval between treatments 
becomes longer with every visit. Soreness follow- 
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ing treatments indicates either too much solution 
injected at that particular site, or a generalized 
sensitivity to one of the ingredients of the solution. 
Heat and any analgesic balm relieves this discom- 
fort. 

This introduces a phase of specific treatment 
into this region that is applicable in every phy- 
sician’s office. 

5 N. Wabash 


Ave. 


Notes from the Twin Lakes District 
Medieal Society, Iowa 


Reported by 
Pau W. Van Metre, M.D., Rockwell City, Ia. 


_ Twin Lakes District Medical Society met 
at Rockwell City, Iowa, on June 15, 1939, and 
here are abstracts of a few of the valuable clinical 
papers presented at that meeting. 


MEDICAL EMERGENCIES 
By Harold C. Habein, B.S., M.D., F.A.C.P., 
Rochester, Minn. 
Section on Medicine, Mayo Clinic. 


Paroxysmal tachycardia may be recognized 
by the sudden onset and cessation of tachycardia 
and palpitation. Substernal pain, asthenia, and 
shock are less common symptoms. A few individ- 
uals are so little affected that they continue their 
usual activities. The tachycardia may amount to 
250 beats per minute. 

Treatment: (1) Pressure on the neck for from 
30 to 60 seconds (vagus nerve pressure), or on 
the eyeballs; (2) some “trick” which the patient 
has learned will bring relief, such as taking a deep 
breath, abdominal pressure with a binder, an ice 
bag over the precordium, emesis, resting, or a 
bowel movement; (3) drugs are rarely effective, 
although bromides may help nervousness; morphine 
should not be given; digitalis is not indicated un- 
less myocardial failure appears; quinidine may be 
given, in 6-grain (0.4 Gm.) doses, 5 or 6 times 
daily 

Prevention of attacks: Tobacco and constipation 
should be avoided; adequate rest should be taken; 
sedatives are necessary in the nervous type of pa- 
tient; quinidine, in 3-grain (0.2 Gm.) doses taken 
two or three times daily, is valuable if the attacks 
are frequent: and most important of all, the pa 
tient should be reassured that his heart is normal 
and that he need not fear sudden death 


Apoplexy: The sudden onset of cerebral hem- 
iplegic symptoms suggests cerebral hemorrhage; a 
slow onset, with numbness and progressive par- 
alysis, suggests cerebral thrombosis. The patient 
should be kept quiet; no morphine should be given; 
the position of the patient should be changed fre- 
guently. If the patient is plethoric, venesection 
should be performed, but not if thrombosis has 
occurred, 


An elderly person, who has all the signs and 
symptoms of apoplexy, may become perfectly nor- 
mal in from 12 to 24 hours. In the past, the diag- 
nosis of “vasospasm” has been made. Today, it 
is believed that emboli are responsible for these 
episodes. 

Coronary disease: Substernal distress, usually 
on exertion and of a mild, squeezing to agonizing 
nature, is the cardinal symptom of coronary dis- 
tress. Treatment: (1) Rest; (2) nitroglycerin, a 
1/100 or 1/150 gr. (0.67 or 0.47 mg.) tablet, 
placed on the tongue as needed (nitroglycerin is 
not potent after two months*); (3) one ounce of 
whiskey; (4) digitalis should be used only when 
congestive heart failure is present, as its use re- 
sults in coronary narrowing; (5) morphine may, 
rarely, be necessary. 

Attacks may be prevented by the use of nitro- 
glycerin before any attempted exertion; by walk- 
ing slowly; by resting after eating; by stopping 
when any distress appears; and by removing all 
mental strain. 

Myocardial infarction (coronary thrombosis) : 
Any angina that lasts over 20 minutes, especially 
if severe, should be suspected of being a coronary 
occlusion. Intelligent patients may complain of an 
“ache in the chest” (in anterior infarction; poster- 
ior infarction often results in a pain in the back) 
for 1 or 2 days preceding the attack. The pain is 
agonizing, and in addition, shock, cyanosis, hypo- 
tension, and restlessness appear. Within 24 hours, 
slight fever and leukocytosis are to be found, as 
is also a friction rub in 50 percent of cases. 

Differential diagnosis is often difficult between 
coronary thrombosis and pulmonary infarction. 
Shock and severe pain in the chest, radiating down 
the arm, especially noted after meals, has been 
caused by diaphraamatic hernia. Less common 
causes are pericarditis, syphilitic aortitis, pleurisy, 
neurosis, atelectasis, pneumothorax, disease of the 
upper cervical spine, gallstones, perforated peptic 
ulcer, and acute pancreatitis. 

Prognosis: One-fourth of patients die in the 


“Abbott Laboratories’ granules do not deteriorate ap- 
preciably with age.—Ep 
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first 6 weeks, but a few may live for 25 years. The 
prognosis is better in women and better when gall- 
stones are associated, especially if cholecystectomy 
is performed. 

Treatment: (1) Rest, in bed, for at least six 
weeks; (2) oxygen, for cynanosis and unrelieved 
pain; (3) generous amounts of morphine; (4) 
light diet (800 to 1000 calories daily), with milk 
and orange juice only, during the first week; (5) 
ten-percent dextrose solution intravenously, in 
amounts of 200 cc.; (6) aminophylline, for noctur- 
nal dyspnea; (7) no digitalis, unless myocardial 
failure develops; no nitrites, as they will increase 
the size of the infarction; no adrenalin (epineph- 
rin), unless the heart comes to a standstill; qui- 
nidine only for paroxysmal tachycardia. 

Myocardial Insufficiency: “Chronic myocar- 
ditis” signifies a replacement of cardiac muscle 
with fibrous tissue, rather than a true inflamma- 
tion. Myocardial insufficiency, or cardiac decom- 
pensation, should be treated by (1) absolute rest 
in bed; (2) digitalis, in physiologic doses or not 
at all; (3) mercurial diuretics, such as 1 to 2 cc. 
of Salyrgan, preceded by from 60 to 90 grains of 
acid-producing ammonium chloride for one or two 
days; (4) small amounts of dextrose solution, in- 
travenously; (5) venesection, if the patient is 
plethoric: and (6) moderate salt restriction, as 
sodium chloride holds water in the body. Theo- 
— or theobromine sodiosalicylate may be 
used. 

Perforated Peptic Ulcer: The majority of 
acute perforations are found on the anterior duo- 
denum or on the lesser curvature of the stomach, 
as posterior perforations into the pancreas are 
rarely acute. The onset is accompanied by sud- 
den, excruciating pain. The patient remains quiet, 
as any movement increases the pain (as contrasted 
to the restlessness of the patient with biliary colic). 
A point of maximum tenderness is usually to be 
found in the epigastrium. A short period of shock 
is often followed by a quiescent period. Operation 
must be performed at once, as the mortality rate 
increases rapidly with the hours of delay. A flat 
x-ray film of the abdomen, taken in the vertical 
position, often shows an elevated diaphragm, due 
to gas under one or both leaves. 

Hemorrhage: Although gastric ulcer is the 
most common cause of gastric hemorrhage, cancer, 
esophageal varicose veins, hypertrophic gastritis, 
and Meckel’s diverticulum are also responsible for 
the appearance of blood in the vomitus or bowel 
movement. At the present time, surgery is rarely 
employed unless evidence of continued bleeding pre- 
sents itself or the patient is an elderly one with 
sclerosed vessels. Mewlengracht obtained a marked 
reduction in mortality by feeding a soft diet from 
the beginning of treatment. 


THE MODERN TREATMENT OF PNEU- 
MONIA, EDEMA, BILIARY COLIC, 
AND PHARYNGITIS 
By Italo F. Volini, B.S.. M.D., F.A.C.P., 
Chicago, Ill. 

Professor and Head of the Department of Medicine, 
Loyola University School of Medicine, Chicago. 


Pneumonia 

Rabbit serum is superior to horse serum for use 
in the treatment of pneumonia, as much higher 
concentrations may be obtained. We have dis- 
carded the intracutaneous tests, because so many 
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positive reactions 


were obtained, yet these pa- 
tients suffered no 


generalized reactions when the 
serum was given. The intravenous test is not 
accurate. In 150 cases in which the ophthalmic 
test was used, there was no reaction. 

We give the entire dose of serum at one time, 
as compared to the usual 2-hour interval. Eight 
(8) percent of patients will have chills under this 
routine. If given very late in the disease or in 
a severe case, doses as high as 900,000 units have 
been used. There are many late reactions—urti- 
caria, pruritus, arthralgia. 

Results of pneumonia treatment (mortality 
rate): Routine with oxygen, 39 percent; serum, 9 
percent; sulfapyridine, 3.3 percent. 

Sulfapyridine: Two (2) grams are given at 
once, and typing is done; then 2 grams in 4 hours; 
and finally, 1 gram every 4 hours until 36 hours 
after the temperature is normal. The usual total 
dose is 25 Gm. 

By crushing the tablets and giving with milk 
or other liquids, vomiting, which otherwise occurs 
in a fair percentage of cases, may be avoided. A 
new product will soon be available, with which 
one will be able to give huge doses intravenously. 

Dangers: (1) Gastrointestinal upsets; (2) hemo- 
lytic anemia, which may be so severe that the red 
blood-cell count drops one million in a day, and 
require transfusions; (3) acute urinary suppres- 
sion; (4) leukopenia (rare); (5) mental depres- 
sion; and (6) possible urinary calculus. Liver 
insufficiency is a rare complication. 

Results: A mortality rate of 3.3 percent has been 
obtained. If favorable results are not seen in from 
18 to 36 hours after sulfapyridine is begun, serum 
should also be used. Quite often the crisis de- 
velops rapidly after sulfapyridine has been admin- 
istered. Do not stop the drug, or the disease will 
recur. A blood-cell count should be done daily or 
every other day and the urine should be examined 


daily. 
Edema 


Edema may be classihea as: (1) cardiac; (2) 
renal; (3) hepatic, with ascites; (4) nutritional, 
following severe illness, lack of vitamin C or B, 
or undernutrition (lowered protein intake); (5) 
anemic, following severe anemia; (6) anaphylacti 
as angioneurotic edema; (7) inflammatory 
trophic, as post-apoplexy; (9) endocrine, as myxe- 
dematous, following large doses of insulin, and at 
the menopause; (10) obstructive, caused by an ob- 
struction to the veins or lymphatics; (11) 
vein; and (12) parenteral injectton of 

A portion of the water in the body is “bound” 
to the tissues; the remainder is “free” water, which 
can be taken out of the body. The edema of heart 
failure is dependent in type, and tends to appear 
first in the ankles and coccygeal area. Renal edema 
appears in soft tissues everywhere and is especially 
noticeable in the evelids. In acute glomerulone- 
phritis, the capillaries all over the body are dam- 
aged (capillitis). Due to loss of protein, as al- 
bumin in the urine, edema appears. 

Treatment: First the original disease must be 
treated. The mechanism of the production of 
edema should be recornized and dealt with 
etics: (1) Theophvllin increases the number of 
active olomeruli: 





varicose 


fluid. 


Diur- 


(2) water increases the glomer- 
ular filtrate and presstire by decreasing osmotic 
pressure; (3) adrenalin (epinephrin) increases 
urinary output; and (4) salyraam interferes with 
the reabsorption of glomerular filtrate. 
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Biliary Colic 

Biliary colic, caused by dyskinesia (non-relaxa- 
tion or spasm) of the sphincter of Oddi in the 
common bile duct, may be relieved by the admin- 
istration of nitroglycerin, 1/100 or 1/150 grain 
(0.67 or 0.42 mg.) given on the tongue. A high-fat 
diet should be prescribed and magnesium phosphate 
used at regular intervals. The intravenous injec- 
tion of calcium compounds may be effective in re- 
lieving the spasm. Bromides may be given routine- 
ly in small doses. Morphine and atropine are re- 
quired in certain cases. 


Streptococcic Pharyngitis 

Three varieties of streptococci are known today: 
(1) The alpha or green-producing streptococcus, 
which does not respond to sulfanilamide; (2) the 
beta hemolytic streptococcus, which responds well 
to sulfanilamide and often is the cause of respira- 
tery infections; and (3) the gamma streptococcus, 
which is apparently not pathogenic to man. 

Sore throats may be considered as either quinsy 
(peritonsillar abscess), septic throat (which no 
longer need be viewed as epidemic), and acute 
follicular tonsillitis. The latter should be called 
a streptococcic pharyngitis if the fever is high. 
Streptococci invade deep into the tissues. 

Treatment: Rest is the first and most important 
mode of therapy, as many complications are avoided 
thereby. Sulfanilamide is given, in doses of 90 to 
120 grains (6 to 8 Gm.), with an equal amount of 
sodium bicarbonate. For the occasional patient 
who is nauseated and cannot take the drug by 
mouth, a hypodermoclysis may be easily made by 
dissolving the sulfanilamide powder in saline solu- 
tion. 


THE TREATMENT OF WOUNDS 
By M. L. Mason, M.D., F.A.C.S., 
Chicago, Ill. 

Associate Professor of Surgery, Northwestern 
University School of Medicine. 


The presence of bacteria in a wound does not 
mean that the wound is infected. When bacteria 
are introduced, a period of acclimatization, or a 
“vegetative state” follows before the bacteria be- 
come harmful. During this period of contamination 
(4 to 8 hours after injury), mechanical removal 
is possible. After that time, infection develops and 
mechanical removal is practically impossible. 

We have forgotten the experiences of wound 
treatment acquired during the World War, and only 
recently re-learned them in the Spanish war. In 
the latter conflict, antiseptics were not used, but 
rather the contaminated tissue was excised. Car- 
rel-Dakin treatment is never used primarily, but is 
reserved for later treatment of frankly infected 
wounds. 

The more carefully treated the wound, the less 
chance there is for the development of tetanus or 
gas gangrene. Precautions must be taken in every 
muscle injury, as the glycogen in the muscle at- 
tracts the sugar-splitting anaerobic organisms. 

A wound may be considered infected at once, 
in the rare cases of human bite infections. Physi 
cians, pathologists, and nurses may become in 
fected by knives and suture needles. These bacteria 
are used to human hosts and are very virulent. 
Wounds may become secondarily infected during 
first-aid treatment from fingers; the breaths (in 
cluding droplets) of the surgeon, nurses, or on- 
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lookers ; or 
sutures. 


incompletely sterilized instruments or 


Technic of Mechanical Cleansing 


Use no antiseptics, which are protein poisons and 
give a sense of false security. Merely place sterile 
gauze over the wound, using pressure if necessary 
to control bleeding, and a splint to support an ex- 
tremity, until the patient can be taken to an oper- 
ating room. Do not probe the wound or digitally 
explore it. 

In the operating room, or other room where 
sterile conditions may be obtained, all persons are 
masked, including the patient if the repair is to be 
carried out under local anesthesia. 

The surgeon scrubs his hands and dons sterile 
gloves. His sterile table is set up and upon it are 
placed sterile towels, a basin with sterile water, 
plain white bar soap, and cotton squares (not 
rough gauze). Ten minutes are devoted to gently 
washing all the skin area around the wound, which 
is itself covered with a sterile dressing. Ether may 
be used to remove grease. 

If the wound is grossly clean, it is irrigated 
with 2 quarts of sterile saline solution, while 
smooth retractors are used so that every portion of 
the wound is exposed to the irrigation. If the 
wound is dirty, another scrub set and another pair 
of sterile gloves are obtained and the wound is 
gently scrubbed with soap and water, and the irri- 
gation then carried out. 

In tying bleeding points, endeavor to pick up the 
vessel alone with the hemostat, so that ligated 
necrotic tissue will not be left in the wound. No 
tissue should be left distal to ligatures, and the 
ligatures should be cut as close as possible, so 
that as little foreign material as possible will be 
left in the wound. 

Within from 6 to 8 hours (“the safe period”), 
non-infected wounds may be safely closed. Wounds 
of the face may be sutured within 20 hours after 
injury, due to the marked vascularity in this area. 
Wounds of the lower extremity should be sutured 
within 6 hours, on account of the poorer blood 
supply. 

Tissue damage: Do not add to the damage by 
chemical or mechanical trauma. Tissues should be 
gently handled and gently retracted, with smooth 
retractors. Oozing should be stopped by firm 
pressure, and only bleeding vessels tied. Sharp 
dissection should be employed. All devitalized 
tissue and that separated from its blood supply, 
should be removed. Rollers or wringers may 
crush much skin, which will degenerate. A skin 
graft should immediately replace such tissue. 

The irrigation is repeated before the wound is 
closed and the blood pressure cuff, which has been 
inflated to 250 mm. as a tourniquet, is released, 
so that bleeding vessels may be caught by tiny 
hemostats and tied with fine silk, the ends of 
which are cut close to the knot. Tendons are 
sutured within 4 hours, only if the first-aid care 
has been good and if no antiseptics have been 
poured into the wound. Nerves are sutured within 
from 6 to 8 hours. 

Saline solution should be used in the wound 
during the operation, to keep the tissues from 
drying. It is introduced by large, rubber-bulb 
glass syringes. 

Drains interfere with healing and should never 
be used, unless definite infection is present or 
oozing cannot be controlled. Closure of the wound 
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prevents the entrance of secondary infection. Ne 
tension should be placed on the sutures. 

A skin graft should be used, at once, when 
needed. If tendons are exposed, a pedicled graft 
should be used. 

A pressure bandage will prevent edema, and a 
splint will prevent wound separation. A wound 
should be considered as a fracture, and support 
provided. Wound healing will be much quicker 
when splints are used. 

Do not change the dressing, if the patient is 
comfortable and no fever is present, for 4 or 5 
days, or you may contaminate the wound. From 
four to five days are needed to develop resistance 
against infection. 

Tetanus antitoxin, 1500 units, should be used in 
almost every injury. Badly contaminated wounds 
may necessitate a second injection after ten days. 
Gas gangrene antitoxin should accompany the 
first injection. 


NOTES ON ENDOCRINOLOGY 
By August A. Werner, M.D., F.A.C.P., 
St. Louis, Mo. 

Associate Professor of Medicine, St. Louis 
University School of Medicine. 


The anterior pituitary-like hormone (A.P.L. or 
Antuitrin-S) has a very limited field of usefulness, 
as its use results in degeneration of the ovaries, 
as has been substantiated by observations made on 
women who have been subjected to laparotomy 
after a series of injections. The ovarian follicles 
were shrunken and atretic. In cryptorchidism, 500 
rat units may be given, 3 times weekly for 2 or 
3 months. If the testicles do not then descend, 
they should be placed in the scrotum surgically. 

Possibly the new hormone made from mare’s 
serum (Gonadogen), injections of which result in 


normal follicles in animals, may give the desired 
results. 


Male and Female Climacteric 

Irritability, depression, hot flushes, numbness, 
tingling, dyspnea, vertigo, lack of concentration, 
quick fatigue, and insomnia may be treated by the 
thrice-weekly injection of 10 mg. of testosterone 
propionate. Relief is obtained in.4 weeks and the 
injections should be continued for 3 months. It 
will be seen that the same symptoms appear in 
the male climacteric as in the female menopause. 
In the occasional case, the use of male sex hormone 
gives remarkable results. 

The menopause represents the cessation of men- 
struation due to the failure of the ovaries to re- 
spond to pituitary gonadotropic stimulation. The 
pituitary gland enlarges and there is an increased 
number of basophilic cells. There is an upset 
nervous system, due to wpsetting of other glands, 
such as the thyroid. The ductless glands are gov- 
ernors of the autonomic nervous system. The 
menopause may last from 1% to 6 years, until 
gland balance develops. Occasionally, there is a 
repetition of the menopause. 

The pituitary gland secretes two hormones: a 
luteinizing hormone and a follicle-stimulating hor- 
mone, both of which are gonadotropic (stimulating 
to the sex cells). The fluid around the ovarian 
follicle contains theelin. The follicle ruptures in 
from 12 to 18 days after the first day of the last 
menstrual period; but “safe” period is dangerous, 
as ovulation may be in the normal period for 
months, and then suddenly occur very early or 
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late. Then the corpus luteum forms and continues 
to produce theelin and progesterone (luteal hor- 
mone). The theelin continues stimulation of the 
endometrium and the progesterone modifies it to 
premenstrual endometrium. 

If no ovum is fertilized, the endometrium breaks 
down and the non-clotting menstrual flow appears, 
composed of exfoliated tissue, blood, and serum. 
If pregnancy occurs, the corpus luteum continues 
to produce theelin and progesterone, instead of 
breaking down. After three months of pregnancy, 
ovariectomy often will not cause abortion, possibly 
due to the placenta taking over the hormonal func- 
tions. 

In functional bleeding, the ovarian follicle will 
not rupture and theelin is still produced, resulting 
in endometrial hyperplasia due to the continued 
stimulation. 


THE TREATMENT OF DEAFNESS 
AND OTITIS MEDIA 
By William P. Wherry, M.D., F.A.C.S., 
Omaha Neb. 
Professor and Head of the Department of 
Otolaryngology, University of Nebraska. 

Deafness, tinnitus, and pain about the ear may 
be due to poor dentures or to the extraction of 
teeth which leave the jaw unsupported. The 
eustachian tube is kept straight and open by the 
separation of the lower and upper jaws. A 
crooked tube cannot open on swallowing to admit 
air, as does the normal eustachian tube. 

If rubber “bites” (pieces of rubber which take 
up as much room as the teeth) are held between 
the jaws for from 30 to 60 minutes, and the 
patient is instructed to bite hard, definite relief of 
deafness and tinnitus will be experienced in most 
such cases. It may be necessary to wear them for 
a day. If they are gripped properly by the jaws, 
there should be a little pain in the temporomani- 
bular joint. Hearing can be checked by a watch or 
by an audiometer. Permanent relief can be ob- 
tained by properly-fitting false teeth. The dentist's 
cooperation must be obtained, so that the jaws 
will be separated by the same distance on both 
sides. 

The “bites,” or properly-fitting dentures, bring 
the mandible forward and relieve the deafness and 
tinnitus, which are often periodic. The 
lower jaw of children is often accompanied by 
tinnitus and some deafness. Replacement of the 
jaw, if not entirely, at least in part, will demon- 
strate hearing increase and relief of tinnitus. 

The rubber “bites’”” may be made by the physi- 
cian, from rubber erasers or similar material, and 
should be large enough to fill the molar area 
above and belew, to correct vertical displacement. 
The criteria of proper fit is the pain created in 
the temporomandibular joint after using the bites 
for from 30 to 60 minutes, or, occasionally, this 
short period may need to be repeated twice daily, 
at home, for ten days, to break up adhesions and 
relax the eustachian tube. The latter course should 
be followed in those cases which are temporarily 
made worse by the bites. 

Dentures must be properly constructed to obtain 
permanent results, and dentists may be held lable 
for poor denture work as a result of improperly 
measuring the vertical pull between the jaws (30 
to 50 pounds in men; 25 to 36 pounds in women.) 
This normal pull must be maintained to keep the 
eustachian tubes patent. A new instrument per- 
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mits the exact distance to be read off on a dial, 
so that the vertical pressure can be measured ex- 
actly, and good results are thus assured. The load 
must be the same bi-laterally, as the side with the 
least pull will be symptom-producing (pain, deaf- 
ness, or tinnitus). 

Lateral movement should be even, so that the 
teeth will slip over each other sidewise, without 
needing to open the mouth 10 to 25 mm. on a 
level plane. Poor denture work also will interfere 
with the eustachian tube in this manner. 


Otitis Media 
Paracentesis should be performed only for a 
definite accumulation of fluid in the middle ear, 
and not for pain. If the eardrum is opened too 
early, nature’s process is delayed. The drum may 
appear to be bulging, even when retracted because 
of eustachian tube narrowing, due to Shrapnell’s 
membrane protruding outward. 
Castor oil, if given during the invasive period, 
together with complete rest and external heat, may 
stop the progress of the condition. 


Leading Articles 
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Make a complete paracentesis, not a stab. A 
stab or puncture of the drum is dangerous, as there 
is only one-eighth of an inch between the drum 
and promontory. Labrynthitis may follow a blind 
stab. 

Necessity for a second paracentesis usually indi- 
cates an incomplete first incision. Necrosis cf the 
drum, with a resultant permanent opening, may 
follow, as the tissue between the two incisions has 
no blood supply. 

Local anesthesia (cocaine, menthol, phenol) is 
injurious to the drum and a slough may follow. 

Do not irrigate a draining ear, as secondary 
infection is thus introduced. 

Sagging of the postero-superior canal wall indi- 
cates that granulation tissue has formed in the 
aditus leading to the mastoid process and that 
mastoiditis will usually follow. This process takes 
from 4 days to 3 weeks. 

If sulfanilamide is used, give it in large doses. 
A daily red and white blood-cell count should be 
taken. If leukopenia appears, switch to another 
similar compound such as sulfapyridine. 
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KNOWLEDGE AND CLEAR THINKING 

When people are correctly informed upon a subject, they are likely, in the 
mass, to think correctly in regard to it. When they are ignorant of the matter, 
they are of course apt to think wrongly about it. But this is not all. What we 
do not know is always a cause of uneasiness, of suspicion, or of fear. When a 
nation thinks or feels suspiciously upon any subject, whether through ignorance 
or otherwise, its action regarding the subject is tolerably certain to be unjust. 
Nations, like individuals, have their prejudices, their superstitions, their 
treacheries, their vices. All these are of course the result of ignorance or of 
selfishness, or of both together—Larcapio HEARN. 

= 


QUIET AND CONFIDENCE 
A man in pain does not want to be talked to—he wants relief, not words. 
If all could know, as physicians do, the inestimable value of quiet composure 
and a confident air on the part of one who attempts to aid a sufferer, they 
would be practiced with ceaseless assiduity by the considerate and the humane!— 


Dr. W. W. Hatt (1871). 
= 


IS IT WORTH THE PRICE? 


Strange and sinister groups, opposed to everything that is truly American, 
hating and scorning our most sacred institutions, slowly but surely increase 
their power, and we keep a discreet silence to prevent any hurt to our business, 
and call our cowardice tolerance. 

Is business so precious that we must sacrifice our souls to preserve it? 
Have we fallen so low that nothing is dearer to us than profits? 

Each man knows in his heart what principle he is sacrificing and to what 
degree he is betraying his country and his heritage to save his pocketbook. Is 
it worth the price?—Ropert QUILLEN. 


THE SPREAD OF SYPHILIS 


Though syphilis has existed for centuries, its opportunities for transpor- 
tation and consequent infection are daily increasing and universal taint may be 
looked forward to with absolute certainty if some means is not devised to arrest 
its progress—P. H. Battnacne, M.D., in “Ann. Rep. U.S. Marine Hosp. 
Serv.,” 1875, p. 179 

oS 
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Thermal Therapy and the 
Paraffin Bath 


By 
Joserpu E. G. Wavpincton, M.D., Detroit, Mich. 


AS an important preliminary or introduction to stracts heat from warmer tissues and transfers it 
a discussion of the supposed merits of any to cooler ones. 


particular form of thermal agency, a scientific and When appraising temperature, it 
practical understanding of the therapeutics of heat; member that the thermometer 
of its physiologic effects, and the indications for indicator of the amount or extent of 
its application, is required. activity within the body. An increased thermome- 


is well to re- 
is not a precisional 
thermal 


Heat is the most ancient, reliable, and conveni- tric reading, or a localized expression of inflam- 
ently available, natural or physical therapy agency. mation, may be indicative of either an increase in 
It was used when man was in his primeval state, heat production or a decrease in heat dispersion. 
and continues to be used in this highly developed Increased heat accelerates the processes of met- 
20th century; but new and improved methods of | abolism and thus may be catabolic or anabolic: 
inducing and applying heat have succeeded the old  stimulative or depressive to functional activity. 
and less effective procedures. The activity or chemical reaction is usually doubled 

Heat is definable as “a form of molecular or may even be trebled by a temperature rise of 
energy.” In the terminology of physics, the dis- 10°C., consequently only slight increases in tem- 
tinction between hot and cold is simply a difference perature may produce considerably increased physi- 
in the average kinetic energy of the molecules  ologic or pathologic responses within the human 
affected. Mechanical energy, wherever and when- __ body. 
ever expended, is transformable into molecular 
activity; and this inevitably registers as heat, of sickness and disability is chronic in character. 
thereby exemplifying the truism that “energy may Jy many chronic conditions, and in some common, 
be transformed, but it can never be created or de- comparatively transient impairments of health, the 
stroyed. temperature, by mouth or axilla, will register 

Normal, subnormal, and abnormal production of | normal. Nevertheless, a more or less localized or 
body heat is dependent upon similarly qualitative circumscribed pathologic area may show unmis 
physiologic or pathologic oxidative reactions in the takable signs of either stasis or hyperemia; of de- 
tissues; heat, therefore, is an important agency for creased or of increased circulatory activity, with a 
the treatment of disease and disability. The antag- corresponding degree of thermal reaction. Local 
onistic, reciprocal reflexes which phy siologically applications of heat produce increased thermal 
comprise the heat-regulating mechanism are in- activity, directly and indirectly, within the affected 
tricately and intimately controlled by many factors. tissues. The affected blood supply is increased 
Tissue combustion or oxidation evokes heat, which through vasodilatation, and the circulation is accel- 
particular manifestation of energy is more or less erated from diminution of frictional resistance 
equalized throughout the body, principally through within the capillaries and a reduced viscosity of 
the systemic circulation, whereby the blood ah- the circulating fluid. 


It has been authoritatively stated that 90 percent 
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Increased temperature of the body, whether in 
part or in whole, indicates a more or less diffused, 
superficial, or profound, hyperemia. Thermal 
therapy is indicated in order to induce an active 
or arterial increase of blood in some one or other 
parts, in place of a sluggish, passive or venous, 
circulatory reaction. An accelerated venous flow 
will accelerate transportation of the products of 
abnormal metabolism from an affected area, and 
thus decrease the localized concentration of de- 
leterious and abnormal chemical products. Such 
an increased activity of the circulatory system, 
with its resultant leukocytosis and phagocytosis, 
physiologically influences the processes of absorp- 
tion and growth connected with tissue repair and 
regeneration, promotes cell proliferation, and incites 
a defensive mechanism against irritation. Expertly 
applied heat is indicated to arouse a benign, easily 
controllable, local inflammatory response. 

Heat therapy physiologically coincides with the 
two phases of inflammation, or the local reaction 
of the body tissues to irritation. According to 
Boyd,! these two inflammatory phenomena are to 
destroy and eradicate the irritant and to repair 
or alleviate any damage sustained by the tissues. 

Thermal therapy is dependent for desired results 
upon the nature or modification of the agency 
employed, and the degree, penetration, and duration 
of heat induced. The thermal treatment of acute. 
subacute, and chronic conditions requires careful 
consideration of the sedative or stimulant, mild or 
intensive, superficial or deep thermal applicatians 
so numerously and bewilderingly available. Appli- 
cations of heat to the body exercise a primary or 
direct thermal and sensory effect upon the skin, 
and a secondary or indirect thermal, but non- 
sensory, reaction within the deeper underlying 
tissues. 

The hot water bag, electric pad, hydrotherapeutic 
applications, infrared or luminous heat generators, 
high-frequency currents (long or short wave 
diathermy), and various other contrivances, are 
utilized for conditions requiring some form and 
degree of heat application. Locally, the selection 
of the heat agency will depend, to a great extent. 
upon the character of the pathologic condition and 
the portion of the body involved. 

Because of the penetrant thermal reaction in- 
duced, numerous authorities agree with Wiggers,” 
who claims that the most efficient way of in- 
creasing the heat generation of the body consists 
in applying high-frequency currents. This well 
known physiologist further states: “No experi- 
mental facts exist which indicate that such currents 
have any other action on cells and tissues except 
through the heat produced.”* Consequently. the 
selection of any particular heat agency or device 
will be mainly dependent upon its convenient 
applicability and the degree, penetration, and dura 
tion of the heat produced. 


The Paraffin Bath 

The paraffin bath is an apparatus for treating 
parts of the body by baths in which the heat- 
conducting agent is hot, melted paraffin. This 
method of localized thermotherapy was used in 
numerous military hospitals during the World 
War, for the treatment of various injuries and 
affections, and has since been employed for certain 


*There is. however. abundant clinical evidence of the 
efficacy of ultra-short-wave treatments, at intensities lower 
than that required to produce heat.—-Ep 
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Fig. 1: Paraffin bath for hand and arm. 


inflammatory and painful conditions, especially of 
the articulations and extremities, in civil practice. 
Clinical experience has amply justified a definite 
place and indication for paraffin bath therapy. It 
is simple, inexpensive, and conveniently available 
for both office and hospital use. 

This special form of thermal therapy is indicated 
in such inflammatory affections as infectious arth- 
ritis, neuritis, lumbago, sciatica, and similar con- 
ditions; peripheral vascular disease (often in com- 
bination with passive hyperemia by constriction, or 
vascular exercise by alternating air pressure); the 
management of the after-effects of poliomyelitis 
(in combination with electro-stimulation of the 
atrophic or paralyzed muscle groups); indolent 
ulcers, especially those arising from varicosities, 
venous congestion, and circulatory disturbances, 
along with treatment of the cause. 

The Council on Physical Therapy, in its pamph- 
let, “Useful Therapeutic Measures” (1937), men- 
tions the following indications for the warm 
paraffin bath: “In the after-treatment of (1) frac- 
tures of bones of the wrist and hand; (2) stiffness 
of joints following lacerations or infections; (3) 
scar tissue restricting motions of joints and ten- 
dons; and (4) weakness or stiffness of the hands, 
secondary to nerve lesions associated with fractures 
or other lesions of nerve trunks.” 

The paraffin bath aids in procuring desired re 
sults because, like other thermic agents, it is able 
to produce an active hyperemia, aid in absorption 
of inflammatory exudates, and, as a corollary, re- 
lieve pain in inflammatory processes. In addition, 
a certain degree of compression is produced by the 
paraffin in intimate contact with the skin. This 
pressure, although extremely mild, in all probability 
equalizes circulatory disturbances more rapidly, as 
shown, especially, in cases of leg ulcers. 

The skin will safely and beneficially sustain a 
higher degree of temperature in a paraffin bath 
than in a water bath. Zeiter,* referring to Iam 
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pert’s explanation for this tolerance, states: “It 
is possible that, through the high temperature, a 
heat-insulating layer of water vapor is formed be- 
tween the skin and the paraffin, thereby prevent- 
ing the paraffin of high temperature from coming 


Removal of paraffin glove after treatment 
showing typical hyperemia. 


into direct contact with the skin.” It is well known 
that skin burns would result if a water bath, with 
a temperature of from 130° to 136° F. (54.4° to 
57.8° C.) were used, whereas paraffin of this tem- 
perature is readily tolerated. 

Subsequent to a paraffin bath treatment, the skin 
is found to be soft, pliable, and moist, in marked 
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contrast to the dry and shriveled appearance fol- 
lowing any prolonged water application, and a 
characteristically persistent hyperemia invariably 
results. 

At the Cleveland Clinict, for a number of years, 
electrically-controlled paraffin baths have been 
used, with gratifying results, in the thermal treat- 
ment of various and diverse conditions. Because 
of its convenience, the paraffin bath is partic- 
ularly indicated whenever heat is indicated for 
the treatment of affections of the hands and 
feet. Although the paraffin is more conveniently 
applicable and the heat better sustained by means 
of the bath appliance, the melted paraffin may be 
applied with a soft brush to any other parts of the 
body requiring local heat. It may thus be satis- 
factorily substituted for the various poultices, com- 
presses, and fomentations so popularly advised. 

Because of the marked, persistent heat, paraffin 
bath treatments must be used with great caution 
when treating the old and debilitated; also, im- 
paired circulatory and sensory functions, while not 
entirely precluding such heat treatments, necessi- 
tate special care in order to avoid possible unduc 
thermal reaction. Open wounds, cuts, and infec- 
tions of the skin are contraindications to the appli 
cation of paraffin. 

The variously sized portable paraftin baths are 
electrically controlled; inexpensive in operation: 
and are exceedingly convenient as a superior ther 
mal application to the extremities, in particular. 

With the ordinary hygienic precautions to 
cleanse the skin before immersion, and with the 
degree of heat necessarily induced and sustained. 
paraffin baths are practically self sterilizing 
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The Paraffin Treatment of Arthritis, 
Sprains, and Stiff Joints* 


Tue paraffin method is simple, inexpensive, and 
efficient, as a means of applying heat to painful 
structures. The skin remains soft and pliable and 
in excellent condition for massage. 

Technic: Hands and feet may be readily treated, 
by dipping them repeatedly into melted paraffin, 
so that a “glove” of hardened paraffin forms. If 
a large enough container is available, the hands 
or feet are then allowed to remain in the bath of 
melted paraffin for from 10 to 30 minutes. 

Ordinary commercial paraffin is used. The melt- 
ing point may range from 123° to 136° F. (50.6° 
C. to 57.8° C.). If this point is too high, it can 
be lowered by the addition of paraffin oil. A melt- 
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ing point up to 130° F. (54.5° v.) is usually tol 
erated and is not felt as too warm by the patient 

If desired, the melted paraffin may be painted 
on other parts of the body surface with a clean. 
warmed paintbrush. The part to be treated is 
painted rapidly with a dozen coats of liquid par 
afin. When the paraffin is applied the skin will 
feel very warm. This thick coating is allowed to 
remain for from 20 or 30 minutes. 

Home treatment: The patient is instructed to 
fill the top part of a large double boiler (6 quart) 
with from 6 to 8 pounds of paraffin, and the lower 
part with hot water, and to heat until almost all 
of the paraffin is melted, but be sure that an un- 
melted piece remains (this is important if burns 
are to be avoided). 

Remove the boiler from the fire, leaving the 
water in the bottom of it. Dip the hand quickly 
into the paraffin, keeping the fingers separated and 
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being careful not to touch the sides or bottom of 
the boiler; remove the hand until the paraffin 
hardens on it, and then dip it and quickly remove 
it again. Repeat this procedure until a_ thick 
“glove” is formed, after which the hand is kept 
immersed in the paraffin for from 10 minutes to 
half an hour. Then peel off the glove and put 
the paraffin back into the boiler. 

If exercise is prescribed, squeeze and mold a 
piece of warm paraffin in the hand before putting 
it back. 

Indications: (1) Arthritis of the hands and feet ; 
(2) stiff joints following lacerations, infections, 
and fractures; (3) treatment of scars restricting 
motion of joints and tendons; (4) sprains; (5) 
contusions; and (6) fibrositis of muscles. 


Contraindications: (1) In old, weak, and debil- 
itated patients; (2) circulatory and sensory changes 
in the extremities; and (3) open wounds, cuts, 
and infections paraffin treatment should not be 
used. 

Wa ter J. Zerrer, M.D. 
Cleveland, Ohio. 
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Physical Therapy in Ankylosis 


_ 

Servo is any joint benefited by manipulation un- 
der anesthesia, and of all joints so treated the el- 
bow gives the worst results. I have two or three 
patients whose elbows are permanently stiff because 
[ manipulated them forcefully. If a bony anky- 
losis is present, surgery alone will be of benefit, and 
should be followed by physical therapy and occu- 
pational therapy. If a soft-tissue ankylosis is pres- 
ent, physical therapy and occupational therapy, if 
used intelligently (that is, slowly, being satisfied 
with a small degree of movement each week), will 
give the best result—Harry Mock, M.D., in Arch. 
Phys. Ther., Oct., 1938. 
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Ultraviolet Rays in Herpes Zoster 


Ix a series of more than 100 cases of herpes 
zoster, treated with ultraviolet radiations, we used, 
in cases of less than 14 days’ duration, a quartz- 
mercury arc, at a burner-skin distance of 24 
inches and an exposure of from 6 to 8 minutes at 
the first treatment, over an area somewhat larger 
than that of the vesicular eruption. After two 
days, if the initial reaction was not too severe, 
the time was increased to from 8 to 10 minutes, 
and gradually, up to 15 minutes. 


In 30 cases of less than’ 7 days’ duration, all 
cleared up without further treatment; in more than 
50 cases which had lasted from 7 to 14 days, only 
2 required radiotherapy treatment, which seems to 
be necessary in practically all cases which have 
been present more than twe weeks when treat- 
ment is begun.—Drs. A. Devors and C. Proux, in 
Bull. Soc. Franc. Electrother. et Radiol., 47 :211- 
213 (1938). 
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CLINICAL MEDICINE AND SURGERY is an excel- 
lent journal, the most practical that comes to my 
desk. I would not be without it—H. F., M.D., Md 


Physical Therapy and Radiology 
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Short-Wave Therapy in Gynecology* 


Ix administering short-wave therapy to the fe- 
male pelvis, the patient should be lying on her 
side, because lying on the back on a rigid couch 
is apt to cause unequal compression or concentra- 
tion at the dorsal side, whereas the inflamed or- 
gans to which treatment is directed are nearer the 
abdominal wall. To counteract this tendency, the 
anterior electrode may be 1 cm. smaller than the 
posterior. The patient should wear nothing but a 
woolen gown or a blanket folded round her. 

Dosage: We have no accurate measure of doses 
in administering short-wave therapy. The dose 
must be worked out by regulating the time, the 
skin-electrode distance, and the position of the pa- 
tient, thus standardizing the conditions of treat- 
ment, just as do the radiotherapists. 

In acute cases, any suspicion of over-dosing must 
be strictly avoided, and in all acute cases the rule 
is to begin gradually, with a short treatment of 
five minutes, the skin-electrode distance being about 
10 cm. on both sides. The energy output is kept 
low and the patient hardly feels any warmth. The 
treatment is given daily for the first ten days, with 
possibly an occasional day’s rest. The time is then 
gradually increased to 20 minutes or more; after 
that the treatments are given thrice weekly. 

In subacute cases treatments, are begun with 
about seven minutes, and are gradually increased, 
in time and electrical energy. 

Chronic cases need a much higher degree of 
heat, and the general rule is to begin with ten 
minutes, gradually increasing to thirty or more. 
Short-wave therapy may be given safely before 
and after operation, if the latter be necessary for 
adhesions, induration, and scar-tissue deformity of 
the adnexae. 

With such cautious doses and a close watch on 
reactions, the results are wonderful, and I have 
never seen a flare-up or undesirable reaction. Short- 
wave therapy has a soothing effect on pain, the 
fever subsides after a few treatments, while the 
effect on sleep, the nervous system, and the gen- 
eral condition is remarkable, even in a short series 
of from eight to twelve treatments. In chronic 
cases of long standing, the results are less strik- 
ing and as many as 24 treatments may be neces- 
sary, because the blood supply of the indurated 
tissues is poor. 

If appreciable and unexpected pain appears, sus- 
pect an ovarian cyst, for the fluid inside the cyst 
has been selectively heated to a greater degree 
than the surrounding tissues. 

The vaginal electrode is not used, because I 
consider it unnecessary and dangerous. 

Justina Witson, F.R.C-P. 

London, England. 
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X-Ray Treatment of Polycythemia 


P otycytHEem1a may be controlled for a time by 
phenylhydrazine hydrochloride, but it is more sat- 


isfactorily controlled by x-ray therapy. The best 
method is high-voltage irradiation, administered to 
the sternum and ribs—Ira I. Kapitan, M.D., in 
Radiology, Aug., 1939. 


*Med. World (Lond.), Dec, 30, 1938. 
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Ralph L. Gorrell, B.S.M., M.D., D.N.B. 


Musie for Mediecos 


ITTLE did I realize, when my father brought 

home a violin for me, what a great influence 
it would have on my life! I was about ten years of 
age at that time. I had been sick for some days and 
father, having an opportunity to buy a cheap violin, 
and thinking it might please me, purchased this 
instrument and gave it to me. 

While learning to play, I now realize what tor- 
ture my mother had to endure, but she never found 
fault. Father was more outspoken and suggested 
that, when I played (or tried to play), I should 
be segregated where none could hear me. 

Years went by and I have continued to enjoy 
the violin. It has brought to me many hours of 
restfulness, and through it has come the pleasure 
of aiding many young people to enjoy music. Many 
of these have gone out as school teachers, teach- 
ing music appreciation to others. 

I believe that all medical men should have a 
hobby. It is not well for a physician to think only 
of medicine; he must have some recreation, and 
that recreation is best carried out by indulging in 
some hobby, which is, naturally, something we 
really like to do. 

At a reunion of my medical class, forty years 
after graduation, each one present had an oppor- 
tunity to tell of his hobby. Some spoke of hunt- 
ing, others of fishing, and they seemed to be sur- 
prised when I spoke of music as my hobby. 

It is pleasing to note that more and more of the 
members of the medical profession are taking an in- 
terest in music. In some cities there are entire or- 
chestras composed wholly of medical men, and I am 
sure that they receive much pleasure and benefit 
from their work, especially if they can also be of 
service to others. Much pleasant and interesting work 
can be done by medical men in their communities, 
if they are interested in music. I am going to 
recite a few of my experiences, and I assure you 
that they have been happy ones. 


Around my home there lived a number of young 
boys with whom I was acquainted, several of whom 
played musical instruments. These boys were in- 
vited to come to my home a couple of times a 
week to work with me with music. The number 
kept growing until, after eight years, there were 
fifty young people playing, as the school orches- 


tra, | having directed and worked with them dur- 
ing this time. Each year an annual concert was 
given, the opera house being packed on these oc- 
casions. We worked out many novel features for 
our programs, often using vocal solos or readings, 
and always we were able to have a full house. 

One thing that was especially interesting to me 
was to note the number of members in the or- 
chestra at whose birth I was in attendance. At 
one time there were fifty members, twenty-six of 
whom I had received into the world. 

The orchestra finally became so large that it 
was necessary for some one to conduct it who 
would receive a regular salary, so I discontinued 
this school work. In all the work I have done 
with music I have never given any private lessons 
for pay nor received any remuneration for my 
group and public work. I have always reserved 
the hour from seven to eight each evening to aid 
any one who desired assistance. That is the way 
one will do when riding a hobby. 

After discontinuing with the school orchestra, 
some who had graduated, and several others, de- 
sired to start a community orchestra and asked 
me to direct them. This I consented to do, and 
for fifteen years we have had a very fine commu- 
nity orchestra, the numbers varying from forty 
to fifty. These folks come from surrounding 
towns, many from the country, and quite a num- 
ber are husband and wife. They are from all 
walks of life: farmers, storekeepers, doctors, stu- 
dents, and office workers. The ages run from 
fifteen to over seventy, and yet, with this diver- 
sity of people, we have a very happy time work- 
ing together. 

Our annual concert is one of the most impor- 
tant occasions in our community. Special stress 
is given it and outside talent is often used. Im- 
mediately after the concert, which is given on a 
Sunday evening, a reception is held at my home. 
At that time all the members of the orchestra, 
their husbands or wives, as well as any sweet- 
hearts, are invited. A program is carried out and 
refreshments are served. It is a celebration fol- 
lowing the winter’s work. 

When worry and care crowd in, it is always a 
good time to pick up the violin (or whatever in- 
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strument one has mastered—unless it is a piano) 
and play. It is surprising how it will help to 
clear up troubles. Dr. McLaughlin, of Sioux City, 
lowa, always had a phonograph play during his 
operations; for, while he was not musical, he real- 
ized that music is nerve quieting. 

From my own personal experience I would ad- 
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vise the young physicians who have an appreci 
ation of music, to develop that talent as a hobby, 
and then pass on what has been developed to the 
young people of their communities. 


C. L. Wenprt, M.D. 


Canton, So. Dak. 
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A Profitable Hobby 


Dk. Charles J. Wehr, of Bellevue, Ohio, enjoys 
(as all doctors should) getting away from his prob- 
lems and pursuing what, at first glance, might ap- 
pear to be a useless hobby—the chasing, catching, 
and study of moths and butterflies. But Doctor 
Wehr’s hobby has not only gotten him out of doors 
for some exercise, but has been worth while in 
other ways, too. 


Kobel Feature Photos. 


When Dr. Wehr was still a medical student, in 
1900, he took up this hobby. He was in charge 
of a summer camp, where he had ample opportu- 
nity to pursue it. Through the years his collec- 
tion steadily grew and so did his two sons. First 
one became old enough to go to college, and did 
so, the tuition being paid by a large collection of 
the moths for the college biology department. Then 
the second son attained the age to go, and chose 
the alma mater of his father—Western Reserve 
University, at Cleveland. Here, too, a large sec- 
tion of the Wehr moth assemblage was given in 
exchange for tuition, and gladly accepted by the 
University. 

Besides putting his two sons through college, 
Dr. Wehr still has over 10,000 specimens on dis- 
play, some of which are shown, with the Doctor 
himself, in the accompanying picture. Of course 
he did not personally catch them all, but a large 
part of them. Some were exchanged and traded. 

When a man can use part of his hobby to put 
his sons through higher institutions of learning, 
who can say that it is a waste of time? 

eS 


I have enjoyed CLin1cAL MEDICINE AND SURGERY 


very much and it sure is a worth while investment. 
—A. H. R., M.D., Mich. 


Commandments for a Green Old Age* 


IF you would “live until you die,” 
these Commandments. 

1—To be as much as possible in the open air, 
and especially in the sunshine; and to take plenty 
of exercise, taking special care to breathe deeply 
and regularly. 

2.—To live on a diet consisting of: meat once a 
day; eggs, cereals, green vegetables, fruit, and 
raw milk of healthy cows (as much as the stom- 
ach will permit) ; and to masticate properly. 

3.—To take a bath daily; and in addition, once 
a week or every two weeks, to take a sweat bath 
(if the heart can stand it). 

4—To have a daily evacuation of the bowels; 
and in addition to take a purgative once a week 
if there is any tendency to constipation. 

5.—To wear very porous underwear, preferably 
cotton; porous clothing; loose collars; a light hat 
(if any); and low shoes. 

6.—To go to bed early, and arise early. 

7.—To sleep in a very dark and very quiet room, 
and with a window open; and not to sleep less 
than 6% or more than 7% hours (for women 8% 
hours). 

8—To have one complete day's rest in each 
week, without even reading or writing. 

9.—To avoid unpleasant emotions, and also wor- 
ries about things that have happened and cannot 
be altered, as well as things that may happen. 
Never to say unpleasant things and to avoid list- 
ening to such, if possible. 

10.—To get married, but to avoid sexual activity 
beyond the physiologic limit, as also to avoid a 
total suppression of the functions of these organs. 
11—To be temperate in the use of alcohol, to- 
bacco, tea, and coffee. 

12.—To avoid places that are overheated, espe- 
cially by steam, and badly ventilated. 

13.—To use glandular extracts, under the care 
of a physician. 


read and heed 


ARNOLD Loranp, M.D. 


[While these “Commandments” are about as 
sound and valid as they were when they were writ- 
ten, the best medical thought, today, would alter 
some of them in certain particulars. 

The importance of a daily evacuation of the 
bowels is not so strongly stressed as it used to be, 
because we are beginning to recognize individual 
variations in physiologic processes and the effects 
of different diets. Moreover, routine purgation is 
far less popular than it formerly was. 

For most people, at least in the United States, 


*From “Old Age Deferred” (F. A. Davis Co., 1920.) 
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a day of “complete rest, without even reading or 
writing,” would have almost lethal effects, if the 
word “complete” is to be interpreted literally. If 
it could be taken as a complete change of occupa- 
lion, it might be acceptable. 

With these exceptions, Dr. Lorand’s advice is 
just as good now as it ever was, and all physicians 
are urged to follow it closely.—Ep.] 
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Look for THE LEISURE HOUR among the 
advertising pages at the back. 
eS 


“Pay-Your-Doctor Week” 


Ar last, someone outside of the medical profes- 
sion seems to be really concerned about the finan- 
cial plight of physicians and is doing something 
about it. 

The idea of a “Pay-Your-Doctor Week” was 
started by the California Bank in Los Angeles, 
last year, and seems to be catching on with banks 
all over the country. The November issue of 
Banking, the official journal of the American 
Banker’s Association, carries an article about it, 
and suggests that one bank in each city should 
sponsor the proposition, by advertising it in the 
newspapers, over the radio, by handbills and street- 
car cards, ete. 

The solicitude of the bankers is not wholly 
altruistic, to be sure, as they expect to loan the 
money for paying the doctors’ bills; but it would 
seem that the least the medical men can do in 
the circumstances is to cooperate with the bankers 
in every practicable way. Why not see your own 
banker, today, and find out what he is going 
to do about it. Refer him to the article in his own 
journal and ask him how you can help. 


= 


The Physician’s Postgraduate Study 


Tuere are three essentials for the physician’s 
postgraduate study: Material, books, and the will 


to do. Material, his patients, will come in far 
greater numbers than he can possibly utilize. Books 
are now available to everyone, no matter how far 
removed he may be from medical centers. The 
will to do is by far the most essential, because it 
automatically brings the other two. But it 
gift of the gods. 

There is no standing still in medicine. The 
young doctor soon finds out that much of what he 
learned in school turns out to be premature, that 
it does not stand the test of time, or that it has 
no place in the field of practical medicine. Time 
eliminates the nonessentials. Many things which 
were useful in the beginning of the young physi- 
cian’s career, such as an understanding of drugs 
or technical procedures, are in time superseded by 
new knowledge. Only an exceedingly small part 
of this can be supplied by schools and teachers. 
The great bulk must come from his own study of 
the patients that pass him dav by day. If knowl- 
edge so obtained is properly assembled, intelli- 
gently classified, and if logical conclusions are 
deduced therefrom, it may have a real graduate 
importance far exceeding the usual university 
course—ArtHUR FE. Hertzter, M.D., in “The 
Horse and Buggy Doctor” (Harper and Brothers). 
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I wish to thank you for your past kindness and 
assure you of my continued interest in CLINICAI 
MEDICINE AND SurGery. I have received many 
dollars’ worth of helpful hints from it, as well as 
interesting reading —H. L. C., D.O., Wash. 
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Japan’s Ideals and Goals 
Kawai 


THE GOAL OF JAPANESE EXPANSION. By Tatsvo 
Kawat. Tokyo: The Hokuseido Press (American 
Agents, The Argus Book Shop, Chicago). 1938. Price, 
$1.50. 


ERE is a simple, direct, restrained, and enlight- 

ening statement of Japan’s position, needs, 
and intentions, backed up, where necessary, by of- 
ficial statistics, which should give any open- 
minded person a decidedly new orientation for his 
thinking about ihe Far East. 

The Japanese ideal, “The world, one household,” 
Was enunciated by their first Emperor, Jimmu, 
and has been an integral and basic factor in Jap- 
anese thinking ever since. 

To most Americans, the religious situation in 
Japan seems complex and strange, but under it all, 
rarely talked about but coloring the entire life 
of the people, is the recognition and acceptance, 
if not the worship, of Musubi, ‘“‘The power of cre- 
ative love that fosters life; the cosmic principle 
which brings abundance to life and magnifies 
truth and beauty.” 

Japan's population, per acre of arable land, is 
higher than that of any other country in the 
world, and is steadily increasing, so that her only 
hope for a satisfactory national life lies in the 
extension of her remarkably developed industries. 
Japan does not desire to conquer and annex China 
or any other country, but merely to bring order 
out of the political and social chaos in China and 
assist the Chinese people to establish a _ stable 
xovernment, with which Japan can cooperate with 
profit to both. 

Twenty percent of Japan's population consists 
of students in her 46,138 schools of all types; her 
4,794 libraries are visited by 24,700,000 people 
every year; illiteracy is very rare. 

The Japanese archipelago extends 3,000 miles, 
from northeast to southwest—from the arctic zone 
to the tropic—with the great industrial city and 
port, Osaka, near its center. From Manchouli, in 
northwest Manchoukuo, to Jaluit Island, on the 
equator—a distance of over 4,000 miles—lies Jap- 
an’s base-line of national defense, crossing her ec- 
onomic base-line, at right angles, at Osaka. Thus 
Japan appears as the great stabilizing force in 
East Asia and the only reliable bulwark against 
Communism for China—and the rest of the world. 
China’s road to salvation lies in developing her 
natural resources through Sino-Japanese coopera- 
tion, and the peace and order of East Asia must 
be Oriental in structure and principles. Japan is 
the pioneer of a new age; the hope of a new and 
sound Asia. 

This rather brief, 


stimulating, informative, 
well-documented 


book is written in a 
straightforward, and convincing style, 
trace of the emotional 
characterizes all the 
literature. 


and 
clear, 
without a 
heat-without-light that 
anti-Japanese propaganda 
It is a plain statement of facts, by an 
intelligent, well-informed, and patriotic Japanese. 
There is no attempt to inspire hate, or even an- 
imosity, against the false and predatory leaders 
who have betrayed the Chinese people, but merely 
a clear, cool explanation of the part they have 
played in the development of the present situation 
It is highly interesting reading and a _ valuable 
book of reference. 

Everyone who aspires to think clearly about 
the complicated and chaotic world politics of to- 
day will do well to study this valuable contribu- 
tion, as a sidelight upon and partial antidote to 
the mass of misinformation that appears in our 
newspapers. 
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(NOTE: Our readers are cordially invited to submit fully worked up prob- 
lems to the Seminar and to take part in the discussion of any or all problems 


submitted. 


Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The Seminar, 
care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 9 (Obstetric) * 


Presented by George O. Bassett, M.D., 
Prescott, Ariz. 


(See Crux. Mep. & Surc., Sept., 1939, p. 385) 


Recarirutation: A_ white primipara of 30 
years, with an entirely clear family and per- 
sonal history, went through a normal pregnancy, 
up to the ninth month, but on May 20 developed 
mild cramps and slight vaginal bleeding and 
thought her labor was beginning. She was ordered 
to the hospital, where it was found that her cervix 
was dilated to about two fingerbreadths and showed 
a slight trace of blood; her blood pressure was 
148/90 (partly due to excitement?); her pulse 
80; her urine essentially negative; and she was 
having pains about every five minutes. There was 
pain and tenderness over the fundus uteri. Other- 
wise her condition appeared to be normal. 

Early in the day the fetal movements had been 
active, but on admission were much less so; 
however the fetal heart sounds were clear, but 
sounded “distant.” 

The next day the labor appeared to be progress- 
ing normally, her blood picture was essentially 
normal, and there was only a trace of bleeding; 
but the pain and tenderness over the fundus were 
increasing and the fetal movements and _ heart 
sounds decreasing. Still her condition did not ap- 
pear at all alarming, but is was decided to per- 
form a cesarean section next day. 

She was seen early the following morning, when 
her condition was practically unchanged; but two 
hours later she showed symptoms of mild shock 
and internal hemorrhage, and was immediately sent 
to the operating room. 

Requirements: What is your diagnosis and how 
would you have handled this case, giving reasons? 


Discussion by A. E. McMahon, M.D., 
Glenwood City, Wis. 


A patient, who in the last month of pregnancy 
develops a mild toxemia, followed in a few days by 
uterine cramps accompanied by slight vaginal 
bleeding, suggests at once the strong probability 
of a partial premature separation of the placenta. 

Placenta previa can be ruled out because, in that 
condition, the bleeding is usually much more pro- 
fuse and is usually not accompanied by pain. A 
carefully made vaginal examination. under rigid 
asentic conditions, would also settle the point. 

Excessive fetal activity, followed by a marked 


“*Adapted from Southwest. Med. 


decrease or absence of movement; distant fetal 
heart sounds; increasing maternal toxemia, as 
shown by the rise in blood pressure, the appear- 
ance of albumin in the urine, and headache; pain 
in the fundus and tenderness to palpation; and the 
persistence of slight vaginal bleeding, clearly point 
to a diagnosis of premature separation of the 
placenta—not complete, because the fetal heart 
sounds were heard for a considerable time after 
the symptoms mentioned developed. 


I think that no laboratory aids are of much 
value in the diagnosis of this condition, but there 
is ample clinical evidence in most cases of this 
kind, as there is in this case. 

It should be emphasized that the diagnosis of . 
partial premature separation of the placenta does 
not require the findings of shock nor marked evi- 
dence of concealed bleeding. If one waits for these 
to appear, the condition will be found to be far 
advanced, and we then find a dead fetus and a 
mother in very serious trouble. 


Treatment depends upon the stage at which 
the patient is when first seen by the physician. 
If seen early, with a still-viable fetus, cesarean 
section should be promptly performed, not only 
to save the baby, but to prevent further blood 
loss on the part of the mother. At this stage 
the uterus will be found still in good condition, and 
can be saved. Delay of only a few hours may 
easily prove fatal for both the mother and the 
child. 


In the absence of fetal heart tones, with good 
uterine contractions and a dilating cervix, it is 
often advisable to allow delivery to proceed from 
below, but one must be prepared to deal with a 
possible postpartum hemorrhage, because the 
uterus may be quite atonic. 


Cesarean section should be done in cases in 
which the cervix is rigid or undilated, even though 
the fetus be dead, in order to stop intrauterine 
hemorrhage and to save the mother’s uterus if 
possible. If, upon opening the abdomen, one finds 
a large, spongy, purplish-colored uterus, with its 
walls infiltrated with blood (socalled “uterine 
apoplexy’), hysterectomy is the only procedure 
which affords the mother a chance of survival. In 
addition to hysterectomy, supportive measures of 
all kinds are essential, with emphasis on blood 
transfusions. 


Premature separation of the placenta is a real 
obstetrical emergency. It demands prompt diag- 


nosis and treatment if one is to avoid disastrous 
consequences. 
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Discussion by L. E. Williams, M.D., 
Kansas City, Mo. 


Hemorrhage coming on at this stage of preg- 
nancy causes one to think of beginning labor, 
placenta previa, and separation of the placenta. 
The history and physical findings, together with 
the laboratory findings in this case, lead me to sus- 
pect bleeding from a partially detached placenta. 
With this diagnosis I should institute the follow- 
ing treatment: 


Put the patient to bed and give a soft, nutritious 
diet; 10 grains (0.64 Gr.) of calcium lactate three 
times a day; an ice bag to the lower abdomen; no 
intravenous medication until signs of internal 
bleedings were present, and when given the patient 
should be prepared for immediate emptying of the 
uterus; watch for signs of concealed hemorrhage 
and weakening or disappearance of the fetal heart 
sounds. Upon the appearance of one or both of 
these signs, proceed to empty the uterus by a 
cesarean section if the cervix is hard or only 
slightly dilated. Dextrose and physiologic saline 
solution should be given while the patient is on the 
operating table. 


My tentative diagnosis is abruptio placentae, with 
the presenting part blocking the escape of blood. 


Discussion by Harold H. Parsons, M.D., 
Moline, Ill. 


I would consider the case one of abruptio pla- 
centae or premature separation of the placenta. The 
gradual increase in the blood pressure is due to a 
toxemia of some kind. In my experience I have 
so often found, at the time of delivery, in those 
cases where the blood pressure has gone up 
moderately and there has, perhaps, been a history 
of soreness over the uterus, that the placenta 
showed healed infarcts. The pain and sensitiveness 
over the uterus in the case presented suggests a 
progressive separation of the placenta. The de- 
crease in the fetal movements and the fading fetal 
heart tones suggest a decreasing blood supply of 
the fetus. 


Probably the safest treatment would be cesarean 
section, for I believe it would be attended by the 
least possible shock to the patient, and at the 
operation one could determine the state of the 
uterine musculature, ascertaining whether a Porro 
section was necessary. The number of vaginal 
examinations and the care with which they were 
done would also influence one in one’s decision. 
Of course one hates to do a cesarean where there 
is a dead fetus, and, if the cervix was dilated suf- 
ficiently, possibly a delivery from below could be 
accomplished. If one could have foreseen that 
the patient was going into shock, one could earlier 
have resorted to small doses of pituitrin and a 
tight abdominal binder. 


Discussion by Edmund Lissack, M.D., 
Concordia, Mo. 


In considering the solution of this case, four 
important facts of the history stand out: (1) 
Slight cramps: (2) slight vaginal bleeding; (3) 
pain over the fundus; and (4) tenderness to touch. 


Whenever the symptoms of pain and bleeding 
appear in pregnancy, the attendant must always 
think of two conditions: (1) Premature separa- 
tion of the normally implanted placenta; and (2) 
placenta previa. 
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The symptoms vary in degree and depend upon 
the extent of the separation of the placenta and 
the hemorrhage. One predominating symptom is 
pain over the fundus. This symptom appears early, 
is persistent, and increases with the hemorrhage. 

The pains of labor come and go, and the uterus 
is intermittingly hard and soft; whereas, in 
abruptio placentae, an extreme sensitiveness to 
touch is noticed, and a board-like hardness, with 
no intermittent softness. 

The vaginal-touch picture gives us the informa- 
tion needed in placenta previa. 

My impression is that this is a premature separa- 
tion of the normally implanted placenta, and I 
would give this patient morphine, to combat the 
pain and produce rest. Surgical intervention is in- 
dicated without delay, and prompt delivery with 
uterine packing, plus an injection of Ergotrate, 
would be one available procedure which could be 
carried out in almost any circumstances; but ab- 
dominal cesarean section would be my choice, if 
conditions permitted. 


Premature separation of the normally implanted 
placenta is recognized as one of the most serious 
conditions complicating pregnancy. Placenta previa 
is another. Conservative treatment in 
is dangerous. 


these cases 


Discussion by E. C. Junger, M.D., 
Soldier, Iowa 


I believe this to be a case of separation of a part 
of the placenta, by slow pressure of oozing blood 
at the detached area. The fetal movements be- 
came less and less by reason of lack of oxygen 
and food delivered to it by the diminishing placen- 
tal contact. 


This woman certainly had more patience than 


any in my territory. About four hours of annoy- 
ing, nagging pains, and they demand that I do 
something. I aid dilation normally; perhaps give 
a little Pituitrin and a few whiffs of chloroform; 
and, if necessary, apply forceps and deliver the 
baby, thus relieving the mother and her many 
bewildered relatives and neighbors—and I get 
some sleep! 


Discussion by George B. Lake, M.D., 
Waukegan, III. 


In the original problem, this case was so clearly 
presented that every discussant has made the cor- 
rect diagnosis, so there is no need to go into that 
matter further. 


It is, however, rather astonishing that none 
of these discussants, all of whom are readers of 
CLINICAL MEDICINE AND SuRGERY, had noticed and 
assimilated my abstract of the discussion of this 
subject by Falls, of Chicago. which appeared in 
the July, 1939, issue on page 282. 

In that paper Falls showed that, besides Pituit- 
rin, the estrogens and morphine (contrary to the 
general belief) increase uterine contractions, while 
progestin decreases them. Five (5) cc. of Lutein 
will neutralize the action of 1 cc. of obstetric 
Pituitrin, and 10 cc. will completely paralyze the 
uterus for several hours. 

When this patient was first seen on May 20, 
the tenderness over the fundus and slight bleeding 
were, it seems to me, sufficient to establish a 
tentative, if not a definite diagnosis of detachment 
of the placenta. In fact, Dr. Bassett appears to 
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have thought of this possibility, else why did he 
mention the absence of signs of shock and con- 
cealed hemorrhage, in the original problem? 


Had this woman been my patient, I should have 
put her to bed at once (as Dr. Bassett did), and 
have given her 5 cc. of Lutein, hypodermically, 
following up with 2 or 3 cc. every 4 hours, until 
I felt sure that the bleeding was definitely con- 
trolled. This would, of course, have arrested the 
progress of labor at this point. When all im- 
mediate danger was past, I should have decided, 
on the basis of existing conditions, whether to 
perform a cesarean section, or let the pregnancy 
continue its course. 


The basis of this treatment is that, when separa- 
tion of the placenta has begun, the continued 
bleeding (even slow, slight oozing) will com- 
plete the detachment, if it is not stopped. Progestin 
will stop it! 


Solution by Dr. Bassett* 


Under gas-oxygen 
delivered and emptied. The uterus was bluish- 
bronze in color over most of the fundus (this 
discoloration spread onto the broad ligaments and 
ovaries) and was filled with old blood, the muscula- 
ture being friable and fragmented. After empty- 
ing it contracted firmly. As an added precaution 
it was carefully packed. Pituitrin was given to 
hold the uterus in contraction. Forty minutes 
after leaving her room she was returned to it, 
in fairly good condition. Her pulse was 102, and 
of good quality. Arrangements were started for 
a transfusion, preceded by saline infusion, but 
before the needle could be placed in the vein she 
collapsed and became pulseless, apparently from 
further massive hemorrhage. This was later con- 
firmed. 


anesthesia, the uterus was 


Premature separation of the normally implanted 
placenta is not infrequent, and is always a grave 
complication of pregnancy. It occurs with equal 


frequency in primaparas multiparas, 


and is most prone to occur near term. 


young and 


Sensitiveness to touch over the fundus indicates, 
to a certain degree, the extent of the hemorrhage 
into the uterine wall. The most prominent symp- 
tom is pain, usually accompanied by bleeding. 

Where _ utero-placental 
conservative treatment 


apoplexy has occurred, 


is dangerous. 


*Adapted from Southwest. Med., Dec., 1938. 
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Problem No. 11 (Surgical) * 


Presented by Geoffrey E. Parker, F.R.C.S. 
London, Eng. 


A man, aged 22, was admitted to a London hos- 
pital on December 18, 1936, with a diagnosis of 
chronic appendicitis. Through a minute incision, 
a chronically inflamed appendix was successfully 
removed, and the patient was discharged on De- 
cember 28 

On January 16, 1937, (nineteen days later), he 
felt the desire to defecate, and on so doing passed 
a considerable quantity of bright-red blood and 
felt very faint. He was put to bed and seen 
by his physician, who ordered rest and quiet for 
two or three days. No further defecation oc- 
curred until the 20th (23 days postoperatively), 
when the same incident occurred. He passed such 
a large quantity of blood that he became almost 
pulseless, and was admitted to the hospital shortly 
thereafter. 

I saw him an hour later, at which time he was 
very pale. Air hunger and thready, fast pulse 
were present. There was no abdominal pain and 
the abdomen moved freely on respiration. Some 
tenderness was present, on deep pressure only, 
over the sigmoid colon, but not muscle guard- 
ing nor rigidity. Peristalsis was audible in each 
quadrant of the abdomen, and there was no sug- 
gestion of free fluid in the peritoneal cavity. 

Rectal examination was negative, except for the 
presence of free bright blood on the examining 
finger. No cause for bleeding was found on 
sigmoidoscopic examination and the blood seemed 
to be coming from a point above the full length 
of the sigmoidoscope. No evidence was obtained 
of hemorrhagic tendencies. Urinalysis was nega- 
tive. 

The patient was given a large dose of morphine 
and preparations were made for a blood trans- 
fusion. By daily small doses of morphine, limiting 
fluids by mouth to bare necessity and feeding only 
with concentrated meat extracts in small quantities, 
he was kept comfortable and in good condition for 
eight days without a bowel action. 

On January 28 (the thirty-first postoperative 
day), he had another sudden hemorrhage which 
nearly killed him. A blood transfusion was be- 
gun and I explored his abdomen through a long 
right paramedian incision just under one hour 
from the time of the hemorrhage. 

Requirements: Suggest the probable condition 
found at operation, giving reasons, and outline the 
treatment. 


*“Adapted from Brit. M. J. 
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CONTRACEPTION AND FAMILY HEALTH 


The number of children born in a 


family and the interval between their 


births is a matter that greatly influences the health of the mother; hence it ts 


of vital concern to us as physicians. 


The more we go into the study of pre- 


ventive medicine, the more we realize that disease is less the product of bacterial 
invasion than the result of our way of life, and that drugs and surgery avail 
less in its control than changes in environment, nutrition, and the interrelation- 
ships of the family. The keystone in the arch is, as a rule, the health of the 
mother. If she. becomes an invalid or dies, the physical well-being of the chil- 
drex is almost certain to suffer —Freperick J. Tausstc, M.D., J. Arkansas M. 


Soc., Dec., 1938. 
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Pelvie Pain * 


Tue most definitely diagnostic type of pelvic pain 
is that produced by an irritative stimulus applied 
to the parietal peritoneum. The pain is usually well 
localized by the patient at the site of the inflamma- 
tion. The pain of acute gonorrheal pelvic inflam- 
matory disease is chiefly a peritoneal pain, either 
the result of stretching of the peritoneum which 
covers the tubes or the result of local peritonitis. 


The earliest pain to be noted in tubal pregnancy 
accompanies stretching of the peritoneal covering 
by distention of the tube, or is caused by irritation 
from blood leaking from the fimbriated end. 

The pain accompanying rupture of the fallopian 
tube is sudden, severe, and usually definitely local- 
ized. Very infrequently, the pain accompanying an 
acute pelvic lesion may be referred to upper por- 
tions of the abdomen. 

Pain and other symptoms caused by torsion of 
the pedicle of an ovarian or uterine tumor produce 
a combination of at least two types of pain: First, 
localizing pain due to peritoneal injury; and sec- 
ond, a diffuse type of pain caused by disturbance 
of the circulation in the tumor, and accompanied 
by such reflex gastro-intestinal symptoms as vom- 
iting. 

The acuteness, degree, and accuracy of localiza- 
tion of pain produced by irritation of the perito- 
neum covering part or all of a viscus depend on 
the extent of movement and the rapidity of change 
in volume which the viscus must make in carrying 
out its function. It is evident that irritative lesions 
affecting the peritoneum which overlies the bladder 
or rectum are commonly accompanied by pain 
whenever a sudden change occurs in the size of 
the viscus, such as that produced by evacuation or 
sudden distention. 

Due to its location in the pelvis, the peritoneum 
overlying the rectum is subjected to more insults 
than any other portion of the pelvic peritoneum. 
For this reason, pain or discomfort localized in 
the region of the rectum is not infrequently a sub- 
ject of complaint. It commonly occurs in the pres- 
ence of inflammatory conditions in the pelvis; in 
cases such as tubal pregnancy, or ruptured hemor- 
rhagic ovarian cysts, accompanied by a deposit of 
blood in the cul-de-sac; as a consequence of the 
cyclic recurring irritation of endometrial im- 
plants; and as a result of adhesions which are 
stretched during physiologic activity of the rectum. 
Similar causes are responsible for certain cases of 
dyspareunia. 

Chronic adhesions in the pelvis, per se, are not 
responsible for pain unless the peritoneum involved 
in the adhesions is stretched by movement of the 
viscus, such as that produced by its function, phys- 
ical activity of the individual, or by the manipula- 
tions of a physical examination. 

Although pain of peritoneal origin is a common 
symptom of acute gonorrheal salpingitis, it is less 
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noticeable in pelvic inflammation associated with 
thrombophlebitis or cellulitis, because these inflam- 
mations are not associated with localized peritonitis. 
Little or no pain is associated with inflammatory 
lesions of the uterine cervix, unless there is in- 
volvement of the parametrial tissues, the sacro- 
uterine ligaments, or the broad ligaments. When 
pain is evident in this condition, it usually accom- 
panies activity, such as walking, defecation, etc. 
Similarly, metritis or endometritis is not accom- 
panied by much direct pain, but can be responsible 
for a severe, referred type of pain during contrac- 
tion of the uterine muscles. 

Jenign or malignant tumors of the uterus and 
ovaries do not ordinarily cause pain. When such 
tumors are accompanied by pain it becomes evident 
that some unusual complication has occurred, 
which has produced peritoneal irritation or stretch- 
ing or which has interfered with the motor func- 
tion of a pelvic viscus. The pain which accom- 
panies carcinomatous involvement of the broad 
ligament is of a constant, deep, boring character. 

Many patients complain of pain in the region of 
the ovary, but it is often difficult to assign the pain 
to ovarian pathologic change. True ovarian pain is 
uncommon, and would appear to be caused by 
stretching of the capsule, and partly by disturbance 
of the circulation or tension on structures which 
support the ovary, or inflammation of these struc- 
tures. The ovaries have no somatic sensory nerve 
supply and their sympathetic nerve supply is en- 
tirely separate from that of the uterus. 

Malposition of the uterus and other pelvic organs 
is rarely accompanied by acuie pain, and often by 
no discomfort at all. Promise of relief of discom- 
fort by operations for restoring the position of the 
organs should be guarded. In many instances, re- 
troversion, or even complete prolapse, is unaccom- 
panied by discomfort; and women with normal 
pelvic organs may complain of dull pelvic pain, 
a sense of weight, bearing down, backache, and 
aching in the thighs and groins. 

Dysmenorrhea: Painful menstruation may be 
caused by hypertonicity of the uterine musculature, 
maldevelopment or malposition of the uterus, path- 
ologic lesions in the pelvis, or any condition which 
may obstruct the menstrual flow. 

R. D. Mussey, M.D. 

Rochester, Minn. 
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Position-Relief Syndrome of Hydro- 
nephrosis 


Pattents who consult numerous physicians be- 
cause of abdominal pain or digestive disturbances 
which cannot be definitely attributed to a given 
organ, may sometimes be subjected to an unneces- 
sary operation, and finally they are considered neu- 
rasthenic and thereafter all symptoms are explained 
on this basis. It is well to remember that the 
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neurotic patient may have organic disease as well 
as nervous instability. ; 

The patient who complains of pain anteriorly, in 
the upper part of the abdomen, which is relieved 
by lying on one side and intensified by lying on 
the other side, should be suspected of having a hy- 
dronephrosis. The pain is usually dull and ach- 
ing, and is usually not referred to the lumbar 
region nor down toward the bladder. It is not 
localized, but occurs in the entire upper abdomen. 
Walking or standing in the erect position aggra- 
vates the pain. Usually, these paticnts awaken in 
the morning without pain, and most of the attacks 
come on after a day's work. Relief is usually ob- 
tained by lying on the unaffected side, although a 
few patients experience relief when lying on the 
affected side. 

Anorexia and nausea may be so marked as to 
appear of neurotic origin. — JAMES T. PRIESTLEY, 
M.D., in Minn. Med., Apr., 1939. 
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Look for FACTS AND COMMENTS among 
the advertising pages at the back. 
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Signs of Rectal Cancer 


Rectat bleeding alone is found in 28 percent of 
patients with rectal cancer. Rectal bleeding plus 
diarrhea, pain, or discharge, is found in an addi- 
tional 50 percent. Diarrhea, a mucoid discharge, 
or a feeling of incomplete defecation is complained 
of by 13 percent. Symptoms chiefly due to 
hemorrhoids are complained of by 4_ percent. 
Hemorrhoids, and fistula, or colitis are found co- 
existent with carcinoma, at times. In 3 percent of 
cases, there were no symptoms and the lesion was 
only found on routine rectal examination.—Can- 
cer Number of The Practitioner, July, 1939. 


[In nine out of ten cases, rectal cancer can be 
felt with the gloved finger, the patient being in 
the left lateral position. The sigmoidoscope will 
show the remainder. If the physician is not willing 
to examine the rectum, preferably routinely, but 
at least of every patient with rectal symptoms, he 
should be honest enough to refer him to someone 
who will. Gabriel says, “A carcinoma of the 
rectum is appreciated by the finger as an indurated 
area, and the presence of a raised or rolled-over 
edge.” —Eb. | 
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Emergency Mechanical “Lung” 


T ne “iron lung” has had miles of newspaper pub- 
licity, which still continues; but it is a massive 
and costly engine, wholly unsuited to the many 
emergencies requiring prolonged artificial respira- 


tion, and too expensive to be included in 


equipment of the less-well-endowed hospitals. 

Now the General Tire and Rubber Company, 
with the collaboration of Warren E. Collins, who 
has produced hundreds of the conventional “iron 
lungs.” has developed a portable, practicable, and 
relatively inexpensive apparatus which will per- 
form most, if not all, of the services rendered 
to victims of poliomyelitis, which are afforded by 
its big and cumbersome brother, and in addition 
can be used with splendid effect by all first-aid 
organizations which have occasion to apply arti- 
ficial respiration. 


the 


Abstracts 
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Above is shown the General-Collins Emergency Lung, 
with a gage attached for regulating the degree of the 
vacuum applied. Below, the apparatus is shown in opera- 
tion; and also the ease with which orthopedic measures can 
be applied to the arms and legs. 


This apparatus, known as the General-Collins 
Emergency Lung, is made in four sizes, so that any 
patient can be fitted; is actuated by a pump driven 
by a % horsepower motor, or by hand; has com- 
plete adjustments to regulate the rate and force 
of the respiratory movements; can be worn while 
sitting in a chair, as well as in the recumbent 
position; and leaves the limbs free for any type 
of treatment which may be indicated in cases of 
poliomyelitis. It should fill an urgent need, which 
has long been apparent to all who deal with cases 
of the type to which its use is applicable. 

This apparatus was first shown at the meeting 
of the American Hospital Association, at Toronto, 
Canada, last September. 
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Disruption of Wounds and Post- 


operative Hernia 


One of the requisites of a good surgeon is still 
sound anatomic knowledge. One is amazed at the 
complete disregard of the abdominal wall in mak- 
ing an approaching incision. 

The wounds which cause so much dissatisfaction 
are the vertical, upper-abdominal incisions. Post- 
operative hernia results in disability and repeated 
operations, and the disruptions have a mortality of 
35 percent. The surgeon, who would be horrified 
by seeing the quadriceps muscle or the Achilles 
tendon cut across its fibers, does not hesitate 
to cut the posterior sheath of the rectus muscle 
across its fibers, without realizing that this struc- 
ture is the tendinous continuation of the internal 
oblique and transversus muscle. The suturing of 
tendons elsewhere may result in end-to-end union, 
if their corresponding muscles are put to rest. But 
since the lateral abdominal muscles are respiratory 
muscles, they cannot be put to rest, and if vomit- 
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ing or coughing occur, tremendous strain is thrown 
upon the sutured tendons. Due to the action of 
these muscles, the tension upon the upper abdom- 
inal wall is in a transverse direction. 

The posterior sheath may be split transversely, 
even across the linea alba, without weakening the 
wall. If the rectus muscle is retracted and pre- 
served, as in the Sloan incision, the structures do 
not tend to separate. Using this technic has re- 
sulted in a record of no defective wounds over a 
period of ten years—ALBERT O. SINGLETON, M.D., 
in Surg. Gynec. & Coe, Fame, 1939. 


The Postmature Fetus* 


Dove to difficulties encountered in the delivery of 
the shoulders, there is a high fetal mortality in 
postmature babies. When the delivery of a large 
baby is expected, competent assistance should be 
present, in order to manage properly the delivery 
of the shoulders. No baby in our series died di- 
rectly as a result of prolongation of pregnancy, as 
they were all alive just prior to delivery. The 
average duration of labor was definitely prolonged. 
Maternal morbidity was not high and no serious 
maternal complications occurred. Induction of la- 
bor may occasionally be justified, but each case 
should be individualized before it is attempted. 

If slow progress occurs while the head is placed 
occipitoposteriorly, a rotation of 180 degrees, to 
convert it into an anterior position on the oppo- 
site side, in the same oblique diagonal, often has- 
tens the progress of labor with less fetal trauma, 
and simplifies the application of forceps, should it 
become necessary. 

Delivery of broad shoulders: Should the pains 
be insufficient after the head is born, three or four 
minims of pituitrin may be tried, or proper. and 
forceful pressure on the fundus will often deliver 
the shoulders. Traction on the baby’s head should 
be avoided, as this may readily cause damage to the 
brachial plexus or spinal cord. 

Titus method: Between pains, insert two or three 
fingers into the vagina, behind the lower shoulder, 
and rotate the axis of the shoulders into the near- 
est oblique diameter of the pelvis. As the next 
uterine contraction occurs, traction is made by the 
fingers in the posterior axilla, and pressure is made 
above the symphysis pubis by the external hand, to 
engage the anterior shoulder, while a nurse or as- 
sistant presses firmly downwards over the con- 
tracted fundus. The pressure should not be made 
between pains, as it is ineffective when not rein- 
forcing a uterine contraction and the placenta might 
be separated. 

If this maneuver fails, the remainder of the 
examining hand is inserted into the vagina, is 
passed forward over the shoulder and chest, and 
the posterior arm thus delivered. It is usually 
flexed at the elbow, and as the hand often comes 
into view early, it may be grasped, drawn upward 
and out, and the arm delivered by its extension 
through traction on the arm. 


JoHn CASAGRANDE, M.D. 
Brooklyn, New York. 


The Skin as an Organ 


Ir is gradually being recognized that the skin, far 
more than being a mere protective covering of the 
body, is a separate and important organ, with phys- 
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iologic functions of its own that affect the body 
as a whole in a variety of ways. 

That the skin has chemical functions of impor- 
tance is apparent from the work of Folin, who 
demonstrated a rapid accumulation of sugar in the 
skin of animals when dextrose was injected intra- 
venously. The sugar concentration in the skin be- 
came almost equal to that in the blood. Trimble 
and Carey found that elevation of sugar concen- 
trations in the blood of normal and diabetic per- 
sons was accompanied by an absolute increase of 
the sugar in the skin, far greater than that deter- 
minable in muscle—Hans Z1nsser, M.D., in “Im- 
munity Principles and Application in Medicine and 
Public Health” (Macmillan Company). 
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Testosterone Propionate in 
Hypogonadism 


Firty-rour (54) patients with various types of 
genital anomalies and dysfunctions, which included 
adult hypogonadism, sexual diminution associated 
with senescence, adiposogenitalism, gynecomastia, 
and benign prostatic hypertrophy, were treated 
with the synthetic male sex hormone, testosterone 
propionate. In doses of 10 to 75 mg. weekly, it 
was found effective in every hypogonad case, as 
evidenced by promoting hair and penile growth, 
producing erections and emissions, developing the 
libido and potentia coeundi, and by generalized 
changes in secondary sex characteristics. Gyne- 
comastia, with normal secondary sex development, 
is apparently not influenced by injections of the 
hormone. The androgen brought about considera- 
ble relief of the subjective symptoms of sexual 
diminution associated with senescence, and in cases 
of benign prostatic hypertrophy, as shown by the 
clinical improvement in the usual symptoms and 
signs of prostatic obstruction. No untoward by- 
effects were noted in any of the cases treated. 

Despite the fact that no undesirable actions have 
been observed in any cases treated with testosterone 
propionate, the untoward as well as helpful effects 
should be looked for carefully and critically, and 
the decision as to the continuance of treatment 
guided by the results—Henry FE. Turner, M.D., 
in Endocrinology, June, 1939. 
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Dyspnea 

Tue sudden onset of shortness of breath may be 
the first symptom of coronary occlusion. It is im- 
portant that one be certain that occlusion is not 
present, if one is considering the use of epinephrine 
subcutaneously. This drug relieves asthma but 
should never be used if there is the slightest sus 
picion that the smothering feeling is of cardiac 
origin. 

If one finds marked evidence of moisture in the 
lungs, or if the patient is expectorating blood 
tinged sputum, the therapy for quick relief is ™% 
grain (16 mg.) of morphine sulphate and 1/100 
grain (0.64 mg.) of atropine sulphate. Nitro- 
glycerin can be added with benefit in the hyper- 
tensive cases. Improvement usually occurs within 
one hour. In the hypertensive, plethoric type of 
patient, the rapid withdrawal of 500 cc. of blood 
from the cubital vein gives prompt relief—E. C. 
REIFENSTEIN, M.D., in New York State J. Med., 
July 15, 1939. 
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Neurologic Emergencies* 


Meningococcic meningitis, when occurring in 
sporadic form, may be undiagnosed. The invasion 
symptoms of fever, chills, vomiting, convulsions, 
severe headache, and backache may lead to the 
proper diagnosis. Abdominal pain may be so pro- 
nounced that it leads to a diagnosis of surgical 
abdomen. Jn every acutely ill patient, test for 
rigidity of the neck and Kernig’s sign. If these 
signs of meningeal irritation are present, a lum- 
bar puncture should be done and confirmation ob- 
tained. 


Sharp, shooting pains along the distribution of 


a nerve root, made worse by coughing, sneezing, 
or straining at stool, and unaccompanied by nerve 
tenderness, are often syphilitic and not due to neu- 
ritis, sciatica, or rheumatism. Headaches, ‘“neu- 
ralgic pains,” “rheumatic pains,” arthritic weak- 
nesses and a host of other complaints may remain 
untreated for years. A routine inquiry into the 
character and distribution of the pains; a routine 
inspection of the pupils for inequality, irregular- 
ity, and poor response to light; and unequal or 
absent tendon reflexes or pathologic reflexes (es- 
pecially Babinski’s sign), should arouse the suspi- 
cion of early neurosyphilis. 

Trauma of the nervous system: Injury to the 
middle meningeal artery is usually accompanied by 
a history of trauma, a period of unconsciousness 
followed by a period of lucidity. and then a recur- 
rence of the unconsciousness. In the latter stage, 
there may be hemiparesis, and there are usually 
evidences of increasing intracranial pressure, and 
possibly bloody spinal fluid. A timely craniotomy 
relieves all symptoms. 

Chronic subdural hematoma is a common and 
frequently overlooked condition, in which a collec- 
tion of clotted or liquid blood occurs between the 
dura and the arachnoid membranes, as a result of 
venous bleeding. It can occur at any age. The 
blow on the head may be so mild that many pa- 
tients forget it, and only a small number give a 
history of unconsciousness. Days, weeks, or 
months may pass before headaches and alterations 
in the intellect occur. Somnolence is often marked, 
vet the spinal fluid pressure is usually normal. 
Vomiting, vertigo, and visual complaints appear. 
Symptoms are changeable and neurologic signs are 
not conspicuous. The diagnosis is confirmed by 
encephalography or small drill holes. Treatment 
is very satisfactory. 

Injury to an extremity calls for an examination 
of sensation. Laceration of an important nerve 
may otherwise be overlooked. The motor weak- 
ness can easily be confused with injury to tendons, 
but Joss of sensation ts absolute evidence of section 
of a nerve and demands immediate repair. 


Rosert Denison, M.D. 


Harrisburg, Pa. 
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State Medicine is poorhouse medicine. 
Tell your patients. 
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"Pennsylvania M. J., | 
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Thyroid and Acetosal in Peripheral 
Vascular Disease 


Tue value of thyroid extract in the treatment of 
vasospastic states has long been known. Lewis has 
observed a remarkable disappearance of symp- 
toms in cases of Raynaud's disease. Increasing the 
heat production of the body must stimulate those 
physiologic systems which play a part in the dis- 
sipation of heat, and thus peripheral vasodilata- 
tion must occur in order to dispose of the extra 
heat. The dose of thyroid extract that can be 
safely recommended is one-half grain a day, in 
those patients whose basal metabolic rate is 
normal. 

Acetylsalicylic acid is one of the most simple 
and effective drugs that we have available, being 
also advantageous because of its analgesic action. 
It may be used in peripheral arteriosclerosis and 
thrombo-angiitis obliterans, in the following pre- 
scription : 

RK Acetylsalicylic acid . 0.640 
Potassium iodide 0.640 
Phenobarbital r. ss 0.032 

Sig.: To be given every 4 hours—WILLIAM $ 
Cottens, M.D., and N. D. Witensxky, M.D., in 
“Peripheral Vascular Diseases” (Charles C 
Thomas, Publisher). 
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Colon Disease and Chronic Arthritis 


Tue gastro-intestinal tract has long been recog- 
nized as an etiologic factor in chronic arthritis. In 
a large number of patients who had received very 
complete study and care, the roentgenographic ex- 


amination of the digestive tract showed normal 
emptying times of the stomach and small intestine 

hours and 8 hours, respectively) and delayed 
emptying time of the colon (48 to 72 hours; even 
96 hours). 

Patients must 
colon must be 
or even years, 

Diet: Bulky foods appear to be stimulating to 
the atonic, non-inflamed colon, but a smooth diet 
is preferable for patients with chronic or subacute 
colitis, and those with diverticulosis. 

Medical aids: Agar-agar, Saraka, Psyl-o-gar, or 
other non-irritating substance, supplies bulk. Paraf- 
fin oil is especially helpful in patients with diverti- 
cula. Colon spasm is controlled by belladonna 
preparations, atropine, and sedatives. Mild, stimu- 
lating laxatives are used as sparingly as possible 
Two or three soft, formed stools should be pro 
duced daily. 

Mechanical aids: 


understand that treatment of the 
carried out over a period of months, 


Heat (hot fomentations, dia 
thermy, or high-frequency treatments) affords 
much relief from colon spasm and general abdom- 
inal tenderness, and should be continued as long 
as these symptoms persist. Colon irrigations of 
physiologic salt solution will succeed after enemas 
have failed in completely emptying the colon. At 
first the irrigations are given daily, then on al- 
ternate days, and later decreased (average num 
ber required, 43).—E. C. Fisnpaucu, M.D., in 
Arch. Phys. Therapy, July, 1939. 





Diagnos tic otnters 


The Chronic “Cold” 


@ A patient who gives a history of long-standing 
nose and throat trouble, such as frequent colds, 
“stuffy head,” post-nasal dropping of mucus and 
mucopus, attacks of sneezing, “chronic colds,” and 
clearing of the throat, is frequently allergic to 
foods or inhalants. Such patients notice that they 
feel better in a dry climate and at a high altitude. 
Hay fever, asthma, chronic bronchitis, eczema, 
migraine, or unexplained dyspepsia are allergic 
diseases that the patient or someone in his family 
line may have had.—H. L. Hutt, M.D., in Dis. 
Chest, April, 1939. 


The Tuberculin Test 


e@ Tuberculin testing is of such practical impor- 
tance that it is now ranking, in general practice, on 
a par with smallpox vaccination and the Schick 
test. The tuberculin test is of great value in dif- 
ferential diagnosis. It has been said that, except 
in the anergic group, a negative test rules out tu- 
berculosis as definitely as tubercle bacilli in the 
sputum rule it in. Erythema alone does not con- 
stitute a positive tuberculin test. There must be 
some induration, at least 5 mm. in its shortest 
diameter, before a reaction can be truly called 
positive—A. J. Logie, M.D., in Ann. Int. Med., 
Aug., 1939. 


Postnatal Care 


@ The first postnatal examination should be made 
two or three weeks after delivery, and should com- 
prise a local examination (healing of vaginal and 
perineal tears, position and involution of the uterus, 
nature of the lochia, and tests for albuminuria) 
and a general inspection for anemia, separation of 
the recti, condition of the breasts, etc. 

The usual six weeks check-up permits further 
replacement of a retroverted uterus, cauterization 
of a cervical erosion, prescribing of exercises and 
attention to the patient’s general condition —R. S. 
Atttson, M.D., in “Whitla’s Dictionary of Treat- 
ment” (William Wood & Co.) 


Differentiating Staphylococci 

@ Staphylococci may be differentiated into two 
specific groups, which are designated as Types A 
and B. The differentiation of the types is estab- 
lished primarily by immunologic and chemical 
differences between the intracellular polysacchar- 
ides extracted from the respective organisms, and 
secondarily by the biological distinction that Type 
A strains are derived from pathogenic conditions, 
while Type B strains are saprophytic. Staphylo- 
coccal septicemia caused by Type A staphylococcus 
is favorably influenced by a Type A antiserum.— 
L. ao JULIANELLE, M.D., in Ann. Int. Med., Aug., 
1939, 


-* 


Early Signs of Allergy in Infants 


e Early signs of allergy are frequently overlooked 
in infants. These include: (1) a rash or eczema; 
(2) vomiting or pylorospasm; and (3) gastro- 
intestinal distress, or persistent colic, gas, diarrhea, 
and constipation. One or more of these symptoms 
usually appear before the fourth month. 

The rash occurs frequently on the face, as fine, 
pin-point, pink to red papules, on an erythematous 
base. Weeping and crusting frequently occur. 
Seborrhea of the eyebrows and scalp is often asso- 
ciated. 

The vomiting consists of constant 
of small amounts of milk or curds. The colic of 
hunger is relieved by food, either in larger 
amounts or in a stronger formula. The allergic 
colic is persistent, regardless of food intake or 
mild sedatives. Milk, orange, tomato juice, and 
spinach are frequent offenders.—N. W. CLEIN, 
M.D., in Northwest. Med., Jan., 1939. 

= 


“spitting up” 


Early Diagnosis of Cervical Cancer 


@ Sufficient observations have proved that cervical 
carcinoma originates in the lower half of the 
canal, although it may grow higher. For diag- 
nostic purposes, Hyam’s conization electrode (used 
with a short-wave or electrosurgical machine) may 
be employed to remove a small cone of tissue around 
the external os. This procedure may be carried 
out in a moment and no anesthesia is necessary. 
The excised specimen is placed in formalin for 
histologic study. No after care is required and 
epithelialization is complete in 3 weeks, without 
stricture or scar tissue formation—A. WOLLNER, 
M.D., in Surg. Gynec. & Obst., Feb. 1, 1939. 


Ocular Signs of Exophthalmic Goiter 


@ W. A. Plummer has called attention to the in- 
creased frequency of winking, contraction of the 
muscles of the upper portion of the face, and re- 
traction of the upper lids, in exophthalmic goiter. 
Edema of the lids may occur, with or without 
exophthalmos, and as a rule the edematous region 
is firm and hyperemic, as contrasted to the soft, 
pale, edematous tissues of myxedematous patients. 
The characteristic movements and psychic status 
accompanying exophthalmic goiter frequently ac- 
quire definite diagnostic importance. — S. W. 
Haines, M.D., in West. J. Surg., March, 1939. 


Precaution in Laparotomy 


@ Following any abdominal operation, and espe- 
cially after hysterectomy, the rectum should be 
filled with water before the abdomen is closed, 
and any iniury can thus be readily found—E. P. 
McDonatp, M.D., in New York State J. Med., 
March 15, 1939. 
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Chronic Ulcers of the Leg 


@ The easiest method of curing a chronic ulcer of 
the leg is by continuous—absolutely continuous— 
elevation of the limb. If it is allowed to become 
dependent for even a few minutes, congestion re- 
curs, pressure rises, new and delicate capillaries 
burst, an exudate of blood into the tissue occurs, 
and the structures of repair are wrecked. Ampu- 
tation stumps and moist gangrene demand the 
proper use of gravity as an aid to circulation —Fay 
Mac ture, M.D., in Australian & New Zealand J. 
Surg., July, 1939. 


Impotence 


e@ Removal of the ischio- and bulbo-cavernous 
muscles, in dogs, resulted in inability to consum- 
mate the act of coitus. Shortening ef these 
muscles, by plication, resulted in increased sexual 
activity ; excessive shortening resulted in priaprism. 
Impotence has been relieved in man, in certain 
cases, following plication of these muscles.—A. 


Kuntz, M.D., in South. M. J., April, 1939. 


Novocain in Painful Sears 


@ Painful scars may be successfully treated by in- 
jections of one-percent Novocain (procaine) solu- 
tion. The injection must be thorough and careful 
throughout the area, cutaneous and subcutaneous, 
of the scar. Immediate relief is only a matter of 
hours, but Novocain eventually destroys the re- 
ceptors of pain stimuli and, with the dose repeated 
three or four times, complete and permanent al- 
leviation may be expected.—Med. World, Feb. 3, 
1939. 


Thiamin Chloride for 
Lightning Pains in Tabes 


@ The intravenous administration of thiamin 
chloride gave gratifying relief to tabetic patients 
with lightning pains. Ten (10) milligrams are 
given weekly, after an initial dose of 20 mg.— 
P. F. Metitpr, M.D., in Am. J. Syph., Jan., 1939. 


Nupercaine Treatment of Lumbago 


@ Lumbago, or “catch in the 
ly relieved by the injection 


back,” can be quick- 
of 10 to 25 cc. of 
Nupercaine solution (Ciba) into the exquisitely 
tender lumbar muscles. The points to be injected 
are determined by palpation, which discloses one 
or two areas which are very sensitive to deep pres- 
sure. If all such points are injected, the pain is 
relieved at once and the patient will be able to re- 
turn to work. He should be encouraged to per- 
form all types of exercise, to prevent stiffening of 
the back muscles. A second injection is necessary 
in from twenty-four to forty-eight hours in one- 
third of the patients—R. L. Gorrett, M.D., in Tri- 
State M. J., Feb., 1939. 
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Removing Adhesive Tape 


e@ Removing large applications of adhesive tape is 
a problem. After loosening one corner of the 
tape, do not pull the adhesive from the skin, but 
pull the skin from it by holding the tape taut and 
gently pressing the skin away from it with the 
fingers, inch by inch, until all is removed.—SAMUEL 
Gippinc, M.D., in Med. Economics, Sept., 1939. 


Testosterone Propionate 
in Prostatic Hypertrophy 


@ The male sex hormone exerts some influence 
which enables the patient with prostatism to empty 
his bladder more completely. How this is accom- 
plished is not known. Many patients who have re- 
ceived injections of testosterone propionate (10 
mg. three times weekly until 200 mg. has been 
given) consider themselves “cured,” even though 
they often have a residual urine of from 5 to 30 cc. 
Histologic examinations of tissue removed from 
the prostate before and after the course of treat- 
ment reveal an exaggeration of the glandular hyper- 
plasia, a reduction in the stroma, and a reduction in 
the inflammatory reaction—ReEx Bo.Lenp, M.D., 
in South. Surgeon, Feb., 1939. 


Intravenous Use of 
Sodium Sulfapyridine 


@ Sulfapyridine is only slightly soluble in water, 
but the sodium salt is very soluble and may be 
used for intravenous injection. A five-percent solu- 
tion, in sterile distilled water, was injected fairly 
slowly. The dose used was 3.8 Gm. Vomiting 
during or after the injection has been the only 
symptom of untoward effect. Rapid recoveries from 
pneumonia have been observed—E. K. MARSHALL, 
M.D., and Perrin Lone, M.D., in J. A. M. A., 
April 29, 1939, 


Massive Doses of Vitamin B: 
in Trigeminal Neuralgia 


@ Of 12 cases of trigeminal neuralgia (tic doulou- 
reux), 8 are free from pain and 4 are markedly 
relieved, by the administration of large doses of 
vitamin Bi, by injection and oral administration. 
Relief is experienced within a month or two.— 
Arch. Phys. Ther., Mar., 1939. 


Vitamin B: in Neuralgia 

@ The intravenous administration of Vitamin B, 
is of value in a diversity of conditions of which 
neuralgia is a leading symptom. It may be injected 
daily, is always well tolerated, and combines ad- 


vantageously with other measures for the control 
of pain—Med. World, Feb. 10, 1939. 





THE DOCTOR'S STUDY 


ew oaks 


Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


Heaven and earth shall pass away, but living words 
shall not pass away—bLANE Cooper. 


The Surgery of Pain 


Leriche 
THE SURGERY OF PAIN. By Rene Lericue, M.D. 

Lyon., LL.D. Grascow, F.R.C.S. Enc. (Hon. Causa). 

etc. Professor of Clinical Surgery, ‘University of 

Strasbourg. Translated and Edited by ARCHIBALD 

Younc, B.Sc., M.B., F.A.C.S. (Hown.), etc., Regius 

Professor of Surgery, University of Glasgow; Visiting 

Surgeon, Western Infirmary, Glasgow. Baltimore: The 

Williams and Wilkins Company. 1939. Price, $6.50. 

EUROLOGISTS and physiologists will no doubt 

attack Leriche’s theories of pain and its cau- 
sation, but he will not care. He will continue to 
relieve pain by ingenious methods, believing that 
it is better to cure a patient than to develop a 
pleasing hypothesis. 

Students of pain know of his clinical research; 
of his procaine treatment of painful scars, stumps, 
and fractures; of his periarterial sympathectomy. 
They have eagerly awaited this classic treatise, 
and they will not be disappointed. 

Pain is the most important and common symp- 
tom that brings the patient to the physician. Yet, 
until a few years ago, pain was classed as merely 
a symptom, to be considered as a diagnostic point 
and to be relieved by morphine or other analgesic. 
Leriche believes that pain is often a disease, and 
that relief of pain may cure the disease. 

There is not a physician or surgeon who will 
not be inspired by the teaching of Leriche, and 
their patients suffering from pain will be grateful. 

Unlike most surgeons of our day, Leriche does 
not attempt to be infallible, and criticises his 
earlier methods freely. 

Surgical investigation of pain and the surgery 
of pain are discussed in the first two chapters. Two 
chapters are devoted to trigeminial neuralgia and 
facial neuralgia. Post-traumatic, spreading neu- 
ralgias make a most interesting chapter. Leriche 
believes that daily flooding of the painful tissue with 
one percent procaine solution will relieve and often cure 
the severe pain that at times arises after a simple injury. 
Amputations, periarterial sympathectomy, radico- 
tomies, and neurotomies are ineffective in this 
condition. 

The pain of nerve injuries, 
icance and treatment), amputation-stump pain, 
vaso-constriction pain, vaso-motor nerve attacks, 
vaso-constrictive attacks (Raynaud's and pseudo- 
Raynaud's disease, scleroderma), the pain of juv- 
enile arteritis, angina pectoris, pain and treat- 
ment, painful cutaneous cicatrices, visceral pain 
and its surgical treatment, the pain of inoperable 
or recurrent abdomino-pelvic tumors, what is phys- 
ical pain?—these are the succeeding chapter head- 
ings. 


He believes that pain has been but little studied 


causalgia (signif- 


or understood, as physiologists and anatomists 
have spent their time and research on the anatomic 
units, the receptors, the nervous pathways, in- 
stead of on clinical problems. “Nature endows 
us with a great number of receptors to enable us 
to appreciate pain, and yet almost ev pontane 
pain takes its origin quite apart from these receptors 

He advises us that we must listen to our pa- 
tients’ complaints of pain and consider them of as 
much value as any objective findings. Too long 
have diagnosticians and surgeons considered one 
objective fact worth half a dozen symptoms. Read 
this book, and think anew! 


us 


eS 


Menstrual Disorders 


Fluhmann 
MENSTRUAL DISORDERS; 

Treatment. By C. FREvDERIC 

C.M., Associate Professor of 

Stanford University School 
California; Assistant Visiting 

Gynecologist to Lane and Stanford | los 

etc. 329 Pages; 119 Illustrations. tia and 

London: W. B, Saunders Company. 1939. Price, 

N this field of dubious articles and the commer 

cial exploitation of various hormones, Fluh- 
mann's wise counsel is indeed refreshing. He knows 
this field from both the clinical and research as- 
pects and is well qualified to know the limitations 
and possibilities. He writes frankly, ‘“‘Because we 
are so often dealing with symptoms of unknown 
etiology and not with specific clinical entities, every 
attempt has been made to guide the physician in 
determining possible causative factors and in re- 
moving them. In addition, I have detailed treat- 
ments, not solely to basic causes, but also to the 
relief of symptoms.” 

The scope of the book may be 
sidering these chapter headings: Historical review ;: 
the menarche; the menstrual cycle; morphologic 
changes during the menstrual cycle; comparative 
physiology of menstruation; sex hormones: endo- 
crine control of menstruation; modern methods of 
investigation; sex hormones and irradiation of the 
ovaries and hypophysis; classification of menstrual 
disorders and abnormal uterine hemorrhage; amen- 
orrhea; oligomenorrhea ; polymenorrhea;: hypo- and 
hypermenorrhea; periodic uterine hemorrhage; ar- 
rhythmic uterine hemorrhage; the treatment of 
pathologic uterine hemorrhage; pain and the men- 
strual cycle; menstruation and systemic disease; 
and the climacteric. 

The monograph is complete, both from the stand- 
point of the practicing gynecologist and the gen- 


Pathology, 
FLUHMANN 


Obstetrics 


cisco, 


$5.00 


grasped by con- 
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eral practitioner. His fair presentation of the vari- 
ous methods of controlling pathologic uterine hem- 
orrhage should be read by every physician and 
obstetrician. 

Fluhmann feels that the treatment of dysmenor- 
rhea with estrogenic hormone is still in the experi- 
mental stage, and that it and progesterone, when 
used for the same purpose, afford only relief, not 
cure. He notes that the literature on the treat- 
ment of dysmenorrhea presents very few controlled 
series of cases, so that one must always remember 
the effect of autosuggestion. 

The reader may complain that the author does 
not promise great things through the use of hor- 
monal therapy. At this stage of their investigation, 
the over-optimistic physician who injects glandular materials 
without a clear notion of their temporary and permanent 
effects on the patient may not only be wasting the latter's 
money, but also injuring her health. 
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Pocket Medical Dictionary 


Dorland 


AMERICAN POCKET MEDICAL DICTIONARY. By 
W. A. Newman Dortanpn, A.M., M.D., Member of the 
Committee on Nomenclature and Classification of Dis- 
eases of the American Medical Association; Editor of 
the “American Illustrated Medical Dictionary.” Six- 
teenth Edition. Thoroughly Revised. Philadelphia and 
London: W. B. Saunders Co. 1938. Price, $2.50. 


HE name of Dorland on a medical dictionary 

indicates that it is the standard of comparison, 
than which there is nothing better of its kind. 

This handy, handsome little lexicon is a fitting 
companion to its big brother, the standard Dor- 
land, and has inherited most of its good qualities, 
including the attractive red fabricoid binding, the 
sturdy mechanical make up, and the thumb index, 
and for the average medical student and general 
practitioner, who simply wants to know what med- 
ical words mean and how they should be pro- 
nounced, without bothering with etymology, bio- 
graphic references, and such interesting but not 
actually necessary information, it will serve the 
purpose equally well—-at about one-third the price, 
size, and weight. 

More than 50,000 technical 
and clearly defined in this 16th edition, including 
more than 2,500 new words and 60 extensive ta- 
bles, one of which is a 12-page table of doses that 
takes in all the new drugs except the very newest, 
which have been introduced since its publication. 

Every physician, dentist, nurse, veterinarian, 
medical student, and all connected with the heal- 
ing arts, must have an up-to-date medical dictionary. 
This is the best of the small ones, in all respects, 
and at a very modest price. 


| — | 
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Gynecologic Operations 


Martius 


OPERATIONS AND 
OGRAPHIC-ANATOMIC 


GYNECOLOGIC THEIR TOP- 
FUNDAMENTALS. By 
Mep. Heinricn Martius, Director of the 
Women’s Clinic, Géttingon. Authorized 
Translation under the editorial supervision of 
W. A. Newman Dortanp, A.M., M.D., F.A.C.S., 
Formerly Professor of Obstetrics, Loyola University 
School of Medicine. Cloth. Pp. 486. Chicago: S. B. 
Debour, Publishers, 1939. Price, $10.00. 


HE publisher deserves credit for having brought 

out a translation of a book on gynecologic op- 
erations which, abroad, is considered as one of the 
best monographs on gynecologic surgery. A master 
surgeon and renowned teacher of his specialty, the 
author has made an earnest effort to describe 
the technic of virtually all operations performed 
on women, and also certain general abdominal op- 
erations, in such a manner that those who will 
earefully read the book and study the various 
procedures will be enabled to operate on a sound 
anatomic basis, irrespective of the many difficult 
pathologic processes which every gynecologist en- 
counters in his daily work. 

More than 400 (mostly colored) illustrations 
show the anatomic basis of every procedure and 
the various steps, from the first incision of the 
abdomen or vagina to the last closing suture, so 
that the book comes as near being a post-graduate 


Pror. Dr. 
University 
English 


New Books 


Clin, Med. & Surg. 


operative course as brilliant text, natural draw- 
ings, and fine paper and print can attain. As 
the author himself admits, no man can make an 
artist out of a clumsy operator, but given a young 
medical man with some operative talent and a will 
to learn, he can be sure of acquiring every detail 
required in scientific and technically correct sur- 
gery. 

The translation, made under the editorial super- 
vision of the distinguished gynecologic surgeon and 
well-known lexicographer, Dr. Dorland, is well 
carried out, the idiom of the original having been 
preserved without in the least forcing the English 
version into that clumsy diction which character- 
izes many other efforts painstakingly to reproduce 
the author’s ideas. It is a book that no general 
or specialistic surgeon can afford to miss, especial- 
ly when it is considered that some most difficult 
procedures, particularly certain “inoperable” fistu- 
lae, are shown to be amenable to a permanent cure 
by methods little known to the average surgeon. 
This combined textbook and operative atlas merits 
highest praise. 

G. M. B. 
i) 


Pneumonia 


Heffron 


PNEUMONIA. With Special Reference to Pneumococ- 
cus Lobar Pneumonia. By Roperick Herrron, M.D., 
Medical Associate, The Commonwealth Fund; Former- 
ly, Field Director, Pneumonia Study and Service, Mas- 
sachusetts Department of Public Health. New York: 
The Commonwealth Fund. London: Humphrey Milford, 
Oxford University Press. 1939. Price, $4.50. 

HE Commonwealth Fund has done an excellent 

piece of work in publishing this 1,000-page book 
for such a reasonable price. Dr. Heffron is to be 
congratulated on the collection of 1,471 references 
and their incorporation into a smoothly-reading 
discussion, 

Every aspect of pneumonia is covered thoroughly, in- 
cluding bacteriology, methods of transmission and 
prevention, immunity, lesions produced, diagnosis, 
factors influencing recovery, and methods of treat- 
ment (medical care, serums, oxygen, vaccines, 
chemotherapy). The chapter on prognosis is espe- 
cially good. Deep cyanosis is a bad prognostic 
sign, not because of the cyanosis, but because of 
the condition which produces it. 


The clinician will read with interest the hun- 
dreds of clinical pointers that the author has 
compiled. The general physician may feel that 
Heffron has leaned over backwards in an endeavor 
to avoid commendation of any therapy except sero- 
therapy, and a grudging pat on the back for sul- 
fapyridine, but such conservatism is perhaps a 
good thing, because of the flood of articles laud- 
ing diathermy, roentgen rays, and other methods 
of treatment may stimulate overenthusiasm. 


The management of pneumonia is, at best, a 
matter of intangibles, and the physician who has 
watched a number of pneumonia patients become 
relieved of all pain after short-wave or diathermy 
treatment or roentgen irradiation; has seen their 
fever fall and their general condition improve, 
may believe that he has helped the patient—and 
they may be right. 

For the physician who likes to reflect on disease 
and man, the many tables and statistical groups 
will provide much food for thought. It is appar- 
ently agreed that a high attack rate is usually 
associated with a low fatality rate in a popula- 
tion group. 

The cautions on hospital care of pneumonia pa- 
tients are worthy of memorization, inasmuch as 
they apply to any critical illness. “A decision 
must be made in the first day or two as to the 
advisability of hospitalization. All details of 
treatment can be carried out in the home if ade- 
quate service can be provided. If patients are to 
be hospitalized, they should be taken to the hos- 
pital early in the illness and not left at home un- 
til acutely ill or in extremis. Delay in hospitali- 
zation has doubtless cost the lives of many pa- 
tients. The patient should be carried to the hos- 
pital on a stretcher, and preferably by ambulance, 
and should not be dressed or permitted to sit up 
during the trip.” 

This book will be a time-saver for the physician 
who wishes to know the conservative present-day 
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status of the diagnosis and treatment of pneu- 
monia. The physician who wishes to write an ar- 
ticle will find that the author’s immense labors 
have saved him the work of abstracting previous 
articles. It will remain a milestone along the path 
of pneumonia control. 


= 


Guiding Human Misfits 


Adler 


GUIDING HUMAN MISFITS: A Practical Application 
of Individual Psychology. By ALEXANDER ApLER, M.D 
Research Fellow in Neurology, Harvard University; 
Assistant in Research, Boston City Hospital. New 
York: The Macmillan Company. 1939. Price, $1.75. 


A COMPACT volume of practical material on in- 

dividual psychology is here available in less 
than one hundred pages. It is supplemented by a 
fine questionnaire guide for workers. 


The author presents the fundamental principles 
of individual psychology, emphasizing that “psy- 
chologic phenomena” are helpful only as applied 
to the individual and particularly to problem chil- 
dren. Continuing with the chapter on neuroses, 
Dr. Adler discusses those associated with the prob- 
lems of delinquency, drug addiction, and suicide. 


In tracing through and elaborating on problems 
involving the important adjustments to society, a 
profession, and love, typical cases are outlined. 
Three chapters are devoted respectfully to “Neu- 
roses in Childhood,” “Problems of Adolescence” 
and “Social Interest.”’ Concluding chapters deal- 
ing with “Problems of the Criminal,” “The Sig- 
nificance of Dreams,’ and “Fundamental Aspects 
of Child Guidance.” 

To have these results of Dr. 
and practice available, in brief, concrete form such 
as this, makes the volume particularly valuable. 
For those who work with or in any way come in 
contact with the misfits of life, this book is its 
own recommendation. Social workers, teachers, 
physicians, and their patients will appreciate it. 


A. N. 


Adler's research 


New Books 


Nutrition 


McCollom, Keiles, Day 


THE NEWER KNOWLEDGE OF NUTRITION. By E. 
V. McCorttum, Ph.D., Sc.D., LL.D., Professor of Bio- 
chemistry, School of Hygiene and Public Health, The 
Johns Hopkins University; Etsa Orent-Ketres, Sc.D., 
Associate in Biochemistry, ibid; and Harry G. Day, 
Se.D., Associate in Biochemistry, ibid. Fifth Edition, 
Entirely Rewritten. New York: The Macmillan Com- 
pany. 1939. Price, $4.50. 


HIS is a magnificent source book for reference 

and presents the latest studies on nutrition. The 
alert physician will find many things of value 
for his every-day practice. He will note that ex- 
perimental work by Whipple has shown that the 
iron content of foods often has no bearing on the 
amount of iron absorbed by the patient. Apricots 
have a lower iron content than raspberries, for 
example, yet apricots and similar dried fruits 
(raisins, prunes, dates, figs) are very effective in 
hemoglobin regeneration. Eggs, liver, and kid- 
ney, the latter two especially, are extremely ef- 
fective. 

Lintzel’s work indicates 
pounds are not used by the body unless hydro- 
chloric acid is present in the stomach, so that 
they are converted to the ferrous form in the in- 
testinal tract. Thus, it would seem advisable to 
use ferrous iron preparations. The clinical studies 
of Widdowson indicate that the ordinary diet does 
not provide enough iron to permit maximal hem- 
oglobin production in sexually mature women, al- 
though average menstruation does not impose a 
severe iron loss. 

Throughout the book, one may find condensed, 
well-worded briefs of the dietetic knowledge of to- 
day. Mineral metabolism (calcium phosphorus, 
magnesium, sodium, potassium, chlorine, iron, cop- 
per); the nutritional anemias; proteins; amino 
acids and their significance in nutrition; the 
chemical and nutritional significance of each of 
the vitamins, and vitamin deficiency diseases, car- 
bohydrates, and lipids in nutrition: diet in rela- 
tion to the teeth; and healthy longevity and die- 
tary habits of man in different parts of the world, 
all are presented. 
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Courtesy, the Ford Exposition, N. Y. World’s Fair. 


Surgeons from India 


Two eminent surgeons from Bombay, India, are 
now in this country studying hospitals and surgical 
technics. At the left, above, is Dr. Dossibai 
Dadabhoy, the first woman doctor in India with 
a London medical degree (from the Royal Free 
Hospital, specializing in obstetrics and gynecolo- 
gy), and the first medical woman on the staff of 
the King Edward Memorial Hospital, Bombay. At 
the right is Dr. R. M. Cooper, general surgeon 
on the staff of the King Edward Memorial Hos- 
pital. They are visiting important hospitals and 
clinics in various parts of the country. 
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Dr. Thorek Honored 


Dr. Max Thorek, of Chicago, former editor of 
the Seminar in this Journal, and well known to 
our older readers, was recently made a Commander 
of the order of St. Alexander of Sofia, Bulgaria, 
for his contributions to surgical science. 
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Passing of Dr. Freud 


Dr. Sigmund Freud, world famous (some would 
say “notorious”) founder of the pansexual cult 
of psychoanalysis, came to the end of his earthly 
labors on September 23, 1939, at the age of 83 
years, having lived to hear his curious theories 
talked about all over the globe, and rejected by 
most thoughtful and informed persons. The only 
countries where they made any profound impres- 
sion was in Great Britain and the United States— 
which is a curious commentary on the psychic 
status of the English-speaking peoples. 


Dr. Freud’s personal life appears to have been 
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entirely normal. He married at 30, lived with 
his wife for 53 years, and begot three sons and 
three daughters. It is generally believed that his 
daughter, Anna, who has been his chief assistant 
for a number of years, will assume the leader- 
ship of the “religion” he founded. 
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Dr. Harvey Cushing Passes 
Own October 7, 1939, the world’s most skillfful 
and famous brain surgeon, Dr. Harvey Williams 
Cushing, passed to his long rest at the age of 70 
years, a victim to the “doctor's disease”—coronary 
occlusion. 


Almost from the beginning of his professional 
career, in 1895, Dr. Cushing specialized in nerve 
and brain surgery, and personally perfected many 
of the technics which are now standard. He served 
on the faculties of the Medical Schools of Johns 
Hopkins, Harvard, and Yale Universities; was 
senior consultant in neural surgery for the A.E.F. 
during the World War; and Surgeon-in-chief of 
the Peter Bent Brigham Hospital, Boston. He 
was also a prolific writer on subjects in his spec- 
ialty, and received the Pulitzer Biography Prize, 
in 1926, for his splendid “Life of Sir William 
Osler.” 


This illustrious surgeon, 
will be sorely missed. 


author, and teacher 
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Civil Service Examination for Nurses 


Unt further notice, open competitive examina- 
tions will be held by the U.S. Civil Service Com- 
uission every three uonths, for the position of 
junior graduate nurse in the U.S. Public Health 
Service and the Veterans’ Administration, at a 
salary of $1,620 a year. 

Full particulars may be obtained at any first- 
or second-class postoffice, or from the Commis- 
sion’s central office at Washington, D.C. 
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A New Medical Journal 


Tue first two issues (May and June, 1939) of a 
new and handsomely made monthly medical jour- 
nal, La Revista de Medicina y Ciencias Afines, has 
just reached us from Buenos Aires, Argentina. The 
articles are largely clinical and well considered; 
the typography and paper are excellent; and illus- 
trations are numerous. Physicians who read Snan- 
ish will do well to write to the publication offices, 
Eduardo Acevedo 750, Buenos Aires, for informa- 


tion and, perhaps, a specimen copy, mentioning 
eS.” 
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